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THE 
NURSE 
WITH 
lis = 
GOLDEN 
FUTURE 


Veet Lt. Dolores Gleich, Clas 
of °57, South Dakota State 
College. Lt. Gleich was the first 
nurse to participate in the 
Army Student Nurse 

Program. She's now stationed 
at Walter Reed Army 
Hospital, Washington, D.C. 


symbol of success....... 


U.S. ARMY 
NURSE CORPS 


She wears the gleaming gold and ebony 
caduceus... emblem of the Army 
Nurse Corps. Her insignia symbolizes 
the golden opportunities enjoyed only 
by the Army Nurse... 


e Outstanding educational opportunities 
(details below*). 
e Traditional privileges and high 
salary of an Army officer. 
e Exciting social and travel opportunities. 
e Excellent opportunities for rapid 
professional advancement. 


e Deep satisfaction of serving both 
humanity and country. 


‘Outstanding educational opportunities 
include these three programs: 


| 0 Student Nurse Program. Lets you 
1 complete up to two years of 
full-time study in your own school. During 
that time, you receive the full pay 
and allowances of an enlisted Reservist 
on active duty. 


2) O Registered Nurse Student Program. 
¢ Entities you to one year of 
full-time study toward completion of a 
bachelor’s or master’s degree in nursing. 
You receive the full pay and allowances 
of a commissioned officer — while 
studying in an approved college 
or university of your choice. 


s 
Q oO Postgraduate Clinical Program. 
2) Interested in specialization? Ask for 
details about programs offering advanced 
courses in Anesthesia, Operating Room 
and Obstetrical Nursing and 
Hospital Administration. 


THE SURGEON GENERAL 
Dept. of the Army 
Washington 25, D.C. 

Attn: Chief, Personnel Division 


Piease rush me free booklets about the Army Nurse Corps Programs 
I've checked. (lam a Student Nurse R.N. ) 


] Army Student a Army Registered 
Nurse Program Nurse Student Program 
. Army Postgraduate 
Clinical Program 
Name 
Address 
City 


Telephone Number..... 





Brown- Medical and 
Surgical Nursing Il 
A New Book ! 


This pioneer text combines in one vol- 
ume the clinical essentials in nursing 
care of adult medical and surgical pa- 
tients. Units are included on nursing in: 





a new book 
and 3 
new editions - 
wade 


professional use: 


— 


Price- Art, Science 
and Spirit of Nursing 
New (2nd) Edition | 


/ A milestone in nursing texts, this popu- 

lar volume represents the best collective 
thinking of nursing educators through- 
out the United States and Canada. Stress 








non-bacterial diseases—bacterial diseases 

— medical and surgical emergencies — orthopedics -- 
neurology — dermatology — gynecology and urology— 
eye, ear, nose and throat. The spiritual needs of the 
patient, psychological aspects of nursing care and re- 
habilitation are fully stressed. Slanted to the profes- 
sional and public health nurse as well as the student, 
the text incorporates up-to-date information on mass 
casualties; communicable disease; management of 
wounds contaminated with radio-active isotopes; ven- 
tilatory resuscitation; hypovelmic shock; etc. 


By AMY FRANCES Brown, R.N., B.Ed., M.S. in N., Ph.D., Instructor in 
Medical Nursing and in Special Inservice Program, Moline Public Hos- 
pital, Moline, Illinois; formerly Associate Professor of Medical Nursing, 
State University of Iowa College of Nursing. 860 pages, with 384 
illustrations. About $8.25. New—Just Ready! 


Wright and Montag- 
Pharmacology and Therapeutics 


New (7th) Edition! Clearly and concisely this drug- 
centered text gives you the facts you need to know 
about drugs—their actions, characteristics, methods of 
administration, preparation, storage, dosage and 
toxicity. A new chapter covers those drugs affecting 
acid-base, water, electrolyte and nutritional balance 
of the body. There is valuable information on the 
nurse’s responsibilities and protection in the adminis- 
tration of drugs. ‘The material on Drugs and Solutions, 
published under separate cover for several editions, 
has been reincorporated into the text. 


By Harotp N. Wricut, M.S., Ph.D., Professor of Pharmacology, Uni- 
versity of Minnesota; and MiLprep MontaG Ed.D., R.N., Professor of 
Nursing Education, Columbia University, formerly Director, Adelphi 
College School of Nursing. 512 pages, illustrated. About $5.50. 

New (7th) Edition—Just Ready! 


W. B. SAUNDERS COMPANY 


Please send me the following books: ia 


Brown-Medical & Surgical Nursing II, About $8.25 


[] Wright & Montag-Pharmacology, About $5.50 
Name 
Address 
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West Washington Square 
Philadelphia 5 


is placed on fundamental principles 
rather than step-by-step technique. The author has 
carefully scrutinized every sentence for conciseness 
and clarity. A new chapter covers the general princi- 
ples of asepsis. Another important new chapter, Pro- 
gressive Hospital Care, sets forth the changes and 
trends in hospital construction, policies, equipment 
and procedures. A third new chapter indicates the 
necessity for the nurse to know about proper Use and 
Care of Hospital Equipment. Greater emphasis is put 
on the geriatric patient, on nursing skills important 
to long-term illness, and on radiation therapy. 

By Atice N. Price, R.N., M.A., formerly Counselor, Presbyterian Hos- 
pital, Chicago; Nurse Consultant, Hill-Rom Ccmpany, Inc., Batesville, 


Indiana. About 870 pages with 261 illustrations. About $5.50. 
New (2nd) Edition—Just Ready! 


Jamieson, Sewall and Gyertson- 
Trends in Nursing History 


New (5th) Edition! Here is a fascinating account of 
the general trends of nursing events throughout the 
ages. Of particular interest to the nurse is a new 
chapter, Modern Nursing Careers, which covers career 
opportunities open to the nurse, her moral and legal 
responsibilities, provisions for her economic security 
and sources of educational funds for advanced study. 
New discussions include: Hinduism—Reincarnation— 
Vocational Rehabilitation — Nursing Research — and 
Nursing in Foreign Countries. 


By the late ELIZABETH MARION JAMIESON, B.A., R.N.; MARY SEWALL, 
B.S., R.N. formerly Director of Nursing Education, Methodist Hospital 
of Southern California, Los Angeles, and Lucite S. GsertTson, R.N., 
B.S., M.A., Science Instructor, Saint Francis Memorial Hospital Schoo! 
of Nursing, San Francisco. 522 pages, 115 illustrations. $5.00 

New (5th) Edition! 


Gd Today ia NW-5-59 


Remittance Enclosed [] C.0O.D. (when ready) 
] Price-Art, Science & Spirit of Nursing. About $5.50 
[] Jamieson, Sewall & Gjertson—Nursing History, $5.00 
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IN THIS ISSUE 


COVER: The presence of Mrs. Pilar 
Martinez comforts her young daughter 
as nurse Barbara Cavitch takes the child’s 
pulse and temperature at Hunterdon 
Medical Center in Flemington, N.J. Miss 
Cavitch, supervisor of the Pediatric Serv- 
ice at the hospital, explains on page 25 
how “Parents Assist in Care of Hospital- 
ized Children.” 


* Nursing World 


When Evelyn C. Lundeen, R.N., in 1925 became 
supervisor of the first Premature Infant Station in the 
United States, founded at Michael Reese Hospital in 
Chicago by Dr. Julius Hess, she assumed a major 
role as pioneer in the development of procedures for 
the care of these babies. Miss Lundeen, author of 
“Newer Trends in the Care of Premature Infants” 
(page 9), won prizes for her exhibits on premature 
babies at the first Congress of Obstetrics in 1932 and 
at the Chicago Century of Progress a year later. She 
has co-authored three books, instructed regional 
supervisors of the United States Children’s Bureau, and has conducted 
institutes and training courses for nursing personnel in many states. Miss 
Lundeen is a graduate of The Lutheran Hospital in Moline, Il. 


Evelyn C. Lundeen 


In “Childbirth During Disaster” (page 15), Ann L. 
Clark, R.N., M.A., reports on a workshop about The 
Role of the Nurse in Emergency Childbirth and in 
Disaster, held recently at Rutgers, The State Uni- 
versity, College of Nursing, Newark, N.J. Mrs. Clark, 
assistant professor of nursing and chairman of the 
Department of Obstetric Nursing at Rutgers, has been 
active in educating groups of expectant parents in 
hospitals, homes for unwed mothers, public health 
agencies, and at the Y.W.C.A. She is a graduate of 
the Maryland General Hospital School of Nursing and 
holds a B.S. from Seton Hall University and an M.A. from New York 


University. 


Ann L. Clark 


Vivian Tappan, M.D., author of “Management of 
Children With Cystic Fibrosis” (page 18), is assistant 
clinical professor of pediatrics and medicine at the 
Yale University School of Medicine in New Haven, 
Conn. She received her M.D. from Johns Hopkins 
Medical School, Johns Hopkins University, Baltimore, 
Md., and holds a B.A. from Barnard College, Co- 
lumbia University, and an M.A. from that university. 
Before joining the Yale faculty in 1956, Dr. Tappan 
spent three years doing independent research at Mad- 
dingly Hall, University of Cambridge, England. 
Among her previous positions is the state chairmanship of the American 
Academy of Pediatrics for Arizona, which she held between 1937 and 1951. 


Vivian Tappan 


Trude Aufhauser, R.N., M.A., recently discussed a 
childhood experience she had had in a communicable 
disease hospital in Germany and her impressions of 
child-care practices in England, Germany, and Israel 
at the annual meeting of the New Mexico State 
Nurses’ Association. On page 27 she recounts these 
impressions for us under the title, “Child Care in 
Other Countries.” Miss Aufhauser graduated from 
rf Sy Johns Hopkins Hospital School of Nursing, Baltimore, 
Diath Milnes Md., and later received a B.S. from Columbia Uni- 
versity, New York City. She holds a master’s degree 
in public health from Yale University, Department of Public Health. 
(continued on page 33) 
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Summer Courses 


The National Association for Practical 
Nurse Education and the University of 
Maine will co-sponsor three courses for 
professional and practical or vocational 
nurses at the university in Orono, Me., 
this summer. 

A course for directors and instructors 
in schools of practical or vocational 
nursing, to be held between July 6 and 
31, may be taken for college credit. 

Group leadership, including the ad- 
ministration of a state practical nurse 
association, will be dealt with in the 
course for practical or vocational nurses 
from July 6 to 24. 

Additional information about 
courses may be obtained from Hilda 
M. Torrop, Executive Director, National 
Association for Practical Nurse Educa- 
tion, 654 Madison Ave., New York 21, 
N. Y. 

A third course, for those especially 
interested in the administration of nurs- 
ing homes, will be offered between July 
27 and Aug. 14. For detailed informa- 
tion, contact Frank C. Bateman, Execu- 
tive Director, American Nursing Home 
Association, 1346 Connecticut Ave., 
N. W., Washington, D. C. 


these 


Clinical Congress 


The 45th Clinical Congress of the 
American College of Surgeons will meet 
Sept. 28—Oct. 2 in Atlantic City, N. J. 


Rheumatic Diseases Congress 


During the Second Pan-American 
Congress on Rheumatic Diseases, to be 
held June 2 through 6 in Washington, 
D. C., leading rheumatologists and 
investigators from the Western hemi- 
sphere will present a total of 88 papers 
on their latest findings 

Plenary sessions will be held June 3 
and 4 at the Main Auditorium, Clinical 
Center, Bethesda, Md. On June 5 and 
6 concurrent sessions will be held at 
the Hotel Mayflower in Washington. 

There will be a panel discussion of 
the “Natural History of Rheumatic 
Fever” following the four concurrent 
sessions on Friday. The following day 
a panel discussion on “Variants of the 
Rheumatoid Syndrome” will conclude 
the sessions, _ 

Christian A. Herter, United States 
Under Secretary of State, will officially 


6 


REPORTS 


open the Congress on Tuesday evening, 
June 2. U. S. Secretary of Health, 
Education, and Welfare Arthur S. Flem- 
ming will also speak during the congress, 
and Representative John E. Fogarty of 
Rhode Island will deliver the closing 
address Saturday afternoon. 


Navy Nurse Breakfast 


The United States Navy Nurse Corps 
will hold a breakfast for all regular 
and reserve, active and inactive, retired 
and former Navy Nurse Corps officers 
May 13 in Philadelphia, during the 
National League for Nursing conven- 
tion. 

The breakfast will be held in the 
Green Room of the Hotel Bellevue- 
Stratford at 8:00 A. M. Tickets are $3 
and may be purchased at the Navy 
Nurse Corps exhibit booth or the con- 
vention hall ticket sales office. 


Capping Ceremony 


Sister Marian Catherine, director of 
nursing at St. Vincent’s Hospital School 
of Nursing, New York City, recently 
presented the hospital’s white cap to the 
166 members of the freshman class. 

The ceremony took place at St. 
Joseph’s Roman Catholic Church. Speak- 
er at the traditional nursing ceremony 
was the Rt. Rev. Edward J. Waterson, 
S.T.D., pastor of Incarnation Church, 
New York City. 

In its sixty-seven-year history, St. 
Vincent’s Hospital School of Nursing 
has educated more than 3,000 registered 
professional nurses. 


N.L.N. Nightingale Exhibit 


Members and friends attending the 
National League for Nursing’s 1959 
Convention in Philadelphia will be able 
to view an exhibit of Florence Night- 
ingale photographs, original _ letters, 
books, and personal possessions at the 
University of Pennsylvania Museum. 

The exhibit will open with a preview 
Sunday afternoon, May 10, a day be- 
fore the opening of the five-day con- 
vention. The N.L.N.’s Committee on 
Historical Source Materials in Nursing 
has arranged the show, which will be 
held in recognition of the anniversary 
of Miss Nightingale’s birth, May 12, 
and the approaching 100th-year an- 
niversary of the founding of the first 


Nightingale School of Nursing in 
London. 

These events will also be discussed 
at program meetings during the con- 
vention; at the banquet on Thursday 
evening, May 14, William J. Bishop, 
the English historian and authority on 
Miss Nightingale’s life and letters, will 
discuss “Florence Nightingale — Her 
Message for Today.” 

The theme, “Nursing for a Growing 
Nation,” will be developed during the 
convention. A statement on what pa- 
tients can expect of nursing has been 
developed by discussion groups of pa- 
tients, nurses, and allied personnel 
throughout the country. New develop- 
ments in public health nursing as a 
family-centered service, the preparation 
of psychiatric aides, the growing poten- 
tial of practical nursing, and methods 
of interesting more young people in 
nursing careers will be some of the 
topics discussed at the meeting. 

Keynote speaker at the convention 
Monday evening, May 11, will be Nor- 
man Cousins, editor of the Saturday 
Review. 


H-Bomb Nursing 


A student who attended a recent 
course in caring for mass casualties be- 
came familiar with the responsibilities 
of the nurse after a hydrogen-bomb 
attack and learned more about “the 
awful arithmetic of the hydrogen bomb.” 

In a report on the course, “Nursing 
in the Medical Management of Mass 
Casualties,” held at the Walter Reed 
Army Institute of Research, Mary Louise 
Palmer stated that at the outset she 
found the course “both frightening and 
awe-inspiring.” 

Miss Palmer, a second-year student 
in the District of Columbia General 
Hospital’s School of Nursing, said that 
as the course progressed she came to 
realize that nuclear attack was a possi- 
bility and she recognized her responsi- 
bility as a nurse in the event of such 
an attack. 

She said also that a good nurse could 
conscientiously pass up a seriously 
injured person in order to care for the 
less critically injured who could then 
add their help in the emergency. But 
to do this, the nurse must be psycho- 
logically prepared in advance. 

Miss Palmer wrote her report for the 
American Nurses’ Association. 
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Mildred Lorentz Dies 


Mildred I. Lorentz, first vice-presi- 
dent of the National League for Nurs- 
ing and director of nursing at Michael 
Reese Hospital, Chicago, died on March 
21, following a brief illness. 

Miss Lorentz was a prominent mem- 
ber in several professional organiza- 
tions, among them the N.L.N. Com- 
mittee on Constitution and Bylaws and 
the Committee on State and Local 
Constituencies, serving as chairman for 
both; she had recently completed a 
term as chairman of the national Joint 
Commission on Improvement of Care 
of the Patient. 


New Director 


Anna Fillmore, former general direc- 
tor of the National League for Nursing, 
will become executive director of the 
Visiting Nurse Service of New York on 
June 1. 

During her active nursing career Miss 
Fillmore has held posts as local and 
state nursing agency executive, lecturer 
and teacher, public health, staff and 
general duty nurse. 

Miss Fillmore succeeds Marian G. 
Randall as executive director of the 
Visiting Nurse Service. Since Miss 
Randall retired in June 1958, Ruth 
Bergamini, associate director of the 
service, has served as acting director. 


C.H.A. Convention 


“Management: A Sacred Trust” is to 
be the theme of the 44th Annual Con- 
vention of the Catholic Hospital Asso- 
ciation of the United States and Canada. 
The convention will be held in St. Louis, 
Mo., June 1-4. Two days of pre-conven- 
tion meetings will be held May 30-31. 

According to the Rev. John J. Flana- 
gan, S.J., executive director of the 
association, the program has been de- 
signed for all hospital supervisory per- 
sonnel. 


Western Regional Conference 


The Fourth Annual Western Regional 
Conference concerned with the _per- 
sonality, human relations, and admin- 
istrative problems in administration and 
supervision, will meet on the Santa 
Barbara campus of the University of 
California, June 14-17. 

Emphasis will be placed on_ indi- 
vidual participation by the delegates in 
small case study workshops. Each work- 
shop will be led by a nurse and psychol- 
ogist or psychiatrist. 

Recreational and social activities are 
also planned for nurses attending the 
conference. 

The University of California at Los 
Angeles School of Nursing and the De- 
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partment of Continuing Education in 
Health Sciences will sponsor the meet- 
ing, in co-operation with the California 
League for Nursing, Inc., California 
Tuberculosis and Health Association, 
Mid-Western Regional Council of State 
Leagues for Nursing, and the state 
nurses associations of California, Color- 
ado, Utah, and Washington. 

A certificate of completion will be 
awarded at the final ceremonies, and 
one academic unit of credit will be 
granted by arrangement. 

May 1 is the deadline for applications 
for the meeting. Applications should be 
sent to the Department of Conferences, 
University of California Extension, Los 
Angeles 24, Calif. 


Wins J & J Essay Contest 


Bernice N. Meeker, director of spe- 
cial services at Silver Cross Hospital, 
Joliet, Ill., was the winner of Johnson & 
Johnson’s 1959 national essay contest 
for operating room nurses. 

As her reward, Mrs. Meeker received 
an all-expense trip to Houston, Texas, 
where she received a plaque during the 
recent Sixth National Congress of the 
Association of Operating Room Nurses. 
For her hospital, Mrs. Meeker won a 
$500 nursing scholarship. 

Highlighting Mrs. Meeker’s trip to 
the convention was her appearance on 
two television interview shows and one 
on radio, and her meeting with actress 
Mary Martin. 

In her prize-winning entry on what 
motivated her to become a nurse, Mrs. 
Meeker stated that it was “an inner 
desire to help those in sickness or dis- 
tress, a feeling of complete satisfaction 


in helping to ease a suffering human 
being.” 

She said that she has never regretted 
her decision to become a nurse, and that 
she was still still awed at the birth of an 
infant. 


Supplement 


The International Council of Nurses 
has published Supplement to An Inter- 
national List of Advanced Programmes 
in Nursing Education, designed to be 
used in conjunction with the original 
List, which was first published in 1954. 

The List and its Supplement, con- 
taining programs of advanced prepara- 
tiin for nurses listed according to coun- 
try, town, type of program, etc., can 
be obtained for $3 from the Interna- 
tional Council of Nurses, 1 Dean Trench 
St., Westminster, London S.W. 1, Eng- 
land. The Supplement alone, for those 
already possessing the List, is 15 cents. 


Student Nurse Commissioned 


Doris H. Crabb, the first Army student 
nurse to graduate from the Ann May 
School of Nursing at Fitkin Memorial 
Hospital, Neptune, N.J., under the Army 
Student Nurse Program, is now taking 
a nine-week basic orientation course at 
the Army Medical Service School, 
Brooke Army Medical Center, Fort Sam 
Houston, Texas. 

When she arrived at the Army Medi- 
cal Service School Miss Crabb was com- 
missioned as a second lieutenant in the 
Army Nurse Corps. Upon completion 
of the orientation course, she will be as- 
signed to duty at an Army hospital. 








by SHIRLEY HOPE ALPERIN, R.N. 


F three recent articles appearing 
in nonprofessional magazines, two 
praise nursing and hospital care, one is 


critical 

In one of the favorable articles, “Bet- 
ter Hospital Care for Less,” which ap- 
peared in the March Coronet, Howard 
Earle describes a “bold new plan” in 
medical care. This is the Progressive 
Patient Care program, designed to give 
specialized attention to every patient, 
and it has been adopted, in whole or 
part, by over 150 American hospitals. 

Under this plan, hospitals are divided 
into three main care units special, in- 
termediate, and self-service. The cost 
for each zone varies with the type of 
administered 

Progressive Patient has 
in operation since April 1957 at the 
Memorial Hospital in Manchester, 
where it was originated by the 


Edward ] 


service 


Care been 


Conn., 
institution's administrator, 
Thomas 

The unit to which a patient is ad- 
determined by his medical 


who is seriously ill 


mitted is 
needs. A person 
or one requiring surgery 
is first sent to the spec ial, or intensive, 
care unit. Mr. Thomas reports that 
patients come directly to this unit with 
out going through the tedious admit- 
ting room routine 

Within the special care area charges 
vary: In the “gray” zone provided for 
the less seriously ill, the daily cost is 
$20; a patient more seriously ill in the 
special care unit pays $26 a day. Only 
specially trained nurses are permitted 
to work here one registered nurse and 
a practical nurse or aide for every five 
patients. A pair of nurses is assigned 
to a four-bed ward and an adjacent on 
near-by private room. 

In the intermediate care unit, a grad- 
uate nurse and an aide cover ever, 
eight patients. The self-service unit has 
one registered or practical nurse in 
charge of 11 patients. 


emergency 


Three Units 


A hospitalized patient may be admit- 
ted to any one of the three units. When 
he shows improvement in the special 
care unit, he is transferred to the inter- 
mediate area. From there, the next 
step is to the self-service unit. The at- 
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tending physician decides when the 
patient Should be moved from zone to 
zone 

One patient under observation re- 
mained in the self-service unit during 
his entire stay, reports Mr. Earle in the 
Coronet article. “He had a_ private 
room with lavatory and running water, 
maid service, use of the central lounge 
with television, and the run of a short- 
order kitchen for snacks.” 

The patient was given considerable 
freedom to wait on himself and was 
even permitted to have all meals ex- 
cept breakfast in the hospital cafeteria. 
When the patient received his bill be- 
fore discharge, he was astonished to 
find that the cost of the self-service 
unit amounted to a mere $11 a day. 
The charge would have been less in a 
semiprivate room. 

Mrs. Vera Dormer, director of nurs- 
ing at the 187-bed Memorial Hospital, 
admits her early skepticism of Progres- 
sive Patient Care. At first she believed 
that moving patients from one zone to 
unother would “create complicated 
nursing problems.” 

She now reports, however, that the 
plan has, in reality, produced better 
nursing care. Her conclusions are fur- 
ther confirmed by Dr. Edward D. 
Thompson and his staff from the United 
States Department of Health, Educa- 
tion, and Welfare. 

Concentrated nursing attention, par- 
ticularly in the special care units, re- 
portedly has hastened recoveries at 
Memorial. Moreover, shortened hos- 
pitalization has lessened the financial 
strain on patients. Personnel at Mem- 
orial Hospital daily receive many vis- 
itors and letters seeking additional in- 
formation about the successful program. 

Of interest to nurses — particularly 
those engaged in hospital work—is a 
rather disquieting article which ap- 
peared in Time magazine (January 12, 
1959) under the dramatic heading, 
“Death at the Bedside.” 

Time cited The New England Journal 
of Medicine in reporting the results of 
an investigation made by a team of 
Harvard University physicians and bac- 
teriologists from the Peter Bent Brig- 
ham Hospital. The inquiry, conducted 
in 24 nongovernmental Boston hospi- 
tals, probed complaints of hospitalized 


patients that water from bedside ca- 
rafes was “not fit to drink.” 

The results were startling. The in- 
vestigators learned that the patients’ 
complaints were fully justified: Two- 
thirds of the water pitchers were closely 
examined, and they were found to be 
“grossly unhygienic.” 

It was discovered that the pitchers 
contained partly decomposed bodies of 
insects, “islands” of algae and fungae, 
the walls were slimy, and most of the 
carafes had an offensive odor. Staphy- 
lococcus aureus was present in at least 
69 per cent of the carafes, and 22 per 
cent contained colon bacilli. 


Not From Water 


The investigating team reported that 
the microbes did not come from the 
city’s water (there was enough chlorine 
in the water to kill the microbes) nor 
from the ice made from this water. The 
team concluded that incomplete cleans- 
ing of the pitchers caused all the 
trouble. 

Not a single bottle brush, necessary 
for cleaning the narrow-necked carafes, 
was found in the hospital by the exam- 
iners. Furthermore, the pitchers were 
never sterilized because the glass could 
not tolerate a high temperature. No 
hospital was able to name any specific 
disinfectant used in washing them. 

In one-third of the institutions vis- 
ited, the investigators were appalled to 
see personnel cleaning the carafes in 
utility rooms close to the bed pans, uri- 
nals, and basins. 

They often saw ice handled by un- 
washed hands. “In one hospital,” Time 
reports, “a nurse emptied (but made 
no effort to clean) the carafe of a pa- 
tient who just died, and left it at the 
bedside for the next patient.” 

The investigators made the follow- 
ing recommendations: 


1. Put ice-cube makers in microbe- 
free areas, bag the ice mechani- 
cally, and store at 20° F. 

2. Dispense ice with tongs. 

3. Use wide-mouthed carafes that can 
be sterilized with heat. 

4. This should all be done daily in 
the diet kitchen by skilled help. 


(continued on page 32) 


NURSING WORLD 








Figure | 











ml 
Figure 2 


Figure 1: The rubber tip of the medicine dropper should extend only a quarter of 
an inch beyond glass tip. Figure 2: As the dropper is placed on tongue, a gentle 
firm pressure is applied to back of tongue with dropper to stimulate swallowing. 


Newer Trends 
in the care of 
Premature Infants 


The nurse has a fourfold responsibility in caring for the premature 
baby: to establish and maintain aseptic technic, observe carefully, 
assist in research, and help simplify technics and procedures. 


by EVELYN C. LUNDEEN, R.N. 


Supervisor, Premature Station, 
Michael Reese Hospital, Chicago, IIl. 


S the result of increased interest of 
pediatricians and other investiga- 
tors in the premature infant, new 
trends in this baby’s care have devel- 
oped, especially in the medical field. 
The nurse, however, still holds an 
important position, since she is relied 
upon to (1) establish and maintain 
aseptic technic in order to prevent in- 
fections and assure the infant a healthy 
start on a useful life; (2) observe care- 
fully; (3) assist in research projects; 
and (4) help simplify all technics and 
procedures so that the handling of the 
infant will be kept at a minimum, thus 
preventing trauma, exposure, cyanosis, 
and apnea. 

The nurse’s influence goes beyond 
the walls of the nursery to include in- 
structing and counseling the parents 
and a sincere interest in the follow-up 
of the infant after his discharge from 
the hospital. . 

One sees in both professional and lay 
publications today an occasional article 
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on the danger of infection developing 
in hospital nurseries and obstetric de- 
partments. Aside from being of general 
interest to the public, these articles 
should emphasize two facts for the 
nurse. 

The first is that the prevention of in- 
fection is a greater achievement than 
the cure of an infection developed in 
the nursery. I have heard nurses say, 
“Why so much fuss about aseptic tech- 
nic when we have antibiotics to cure 
infections?” One important fact must 
be stressed here: Antibiotics should 
never be permitted to be a substitute 
for aseptic technic. 

The second thing these articles 
should point out to the nurse is that 
aseptic technic in a nursery is not some- 
thing that is written about in nursing 
procedures and then forgotten. It is not 
something that is demonstrated once or 
twice to new personnel and then for- 
gotten. 

Aseptic technic must be as vital a 


part of the nursery routine as breath is 
to the individual. It is a procedure that 
must be carried out 24 hours a day by 
everyone who enters or has any contact 
with the nursery, from the nursing su- 
pervisor to the woman who scrubs the 
floors. 

Some of the articles published in the 
magazines would seem to indicate that 
handwashing is a new technic, yet any 
nurse knows that proper handwashing 
technic is an extremely important as- 
pect of nursery routine. 

Hands and arms must be washed 
thoroughly, using plenty of soap and 
slightly warm running water, in the 
following situations: 


1. before entering the nursery 
2. before and after caring for each 
baby 
3. after diapering an infant 
1. after cleansing the buttocks when 
the baby has had a stool 
. after picking up anything that 
may have dropped to the floor 
3. after using a cleansing tissue or a 
handkerchief (this should not be 
done in the nursery); after touch- 
ing a mask or handling the face; 
after putting the hands in a uni- 
form pocket 
. after caring for an infant in isola- 
tion. 


Even greater care is demanded from 
the nurse in preventing the baby who 
is being investigated in a research 
problem from being exposed to infec- 
tion. In a research situation more peo- 
ple come in contact with the infant, 
more equipment is used, and increased 
handling of the baby is necessary. 

Upon the nurse rests the responsibil- 
ity for preventing infection in the 
nursery. She must co-operate with the 
housekeeping department in seeing 
that the nursery is perfectly clean at all 
times. 

If there is no housekeeping depart- 
ment, the responsibility for the nurs- 
ery’s cleanliness depends upon the 
nurse. The student nurse should be 
taught that keeping a nursery clean is 
as important as learning feeding tech- 
nics. 

Dagens and feeding are two sepa- 
rate procedures, and the nurse should 
remove soiled linen and diapers from 
the nursery before feedings are started. 
All soiled linen and diapers should be 
kept in closed containers. Further, the 
nurse must keep all linen—clean and 
soiled—from coming in contact with her 
uniform. 

Incubators must be thoroughly 
scrubbed after each baby is removed. 
If the baby had an infection, the incu- 
bator should be scrubbed thoroughly 
with soap and water, then with a disin- 
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fectant such as Zephiran. After this, 
the incubator is allowed to air for at 
least 24 hours, scrubbed again, and 
even a third time if necessary. 

Some incubators are more difficult to 
clean than others, and it is essential 
that the nurse know their mechanisms, 
so that she can take them apart for 
efficient cleaning. 

Dry wiping or sweeping of the 
nursery must never be permitted, but 
floors should be washed daily with soap 
and water. Walls should be washed at 
least every three or four months. 

A definite routine of daily cleaning 
must be instituted with specific duties 
for each day of the week. For example, 
the linen cupboard is cleaned the same 
day each week so that not more than 
one week elapses between cleanings. 
Conscientious cleaning of the nursery 
will be a potent factor against staphylo- 
coccic and streptococcic infections. 

Because the nurse is constantly near 
the premature infant, the physician 
depends on her to report any symptom 
that might aid in evaluating the baby’s 
general condition or indicate early 
evidence of pathology. 

It is almost impossible to count the 
respirations of a premature infant with 
any degree of accuracy. The only 
method that is considered reasonably 
accurate at present is the use of a 
mechanical device which records res- 
pirations on a graph.! 

However, if the nurse has time and 
if the physician desires it, she can 
observe and count the respirations for 
a period of 10-15 minutes and then 
arrive at an average number per min- 

H. D. Miller, “Clinical Evaluation of 
Respiratory Function in Newborn Infants,” 
Pediatric Clinic of North America, Vol. 4 
(February, 1957), pp. 17-26 


ute. She will at the same time observe 
whether the respirations are shallow, 
rapid, slow, or irregular. She will note 
if there are periods of apnea fol- 
lowed by Cheyne-Stokes breathing, and 
whether the respiratory rate increases 
significantly after the first hour. 

Chest retractions (substernal, inter- 
costal, or subcostal) should be noted 
also, and the nurse should be alert 
to detect abdominal breathing in the 
baby. Occasionally, in marked respira- 
tory distress, the baby’s sternum bulges 
out to such a degree that it gives the 
appearance of a chest deformity; this 
condition subsides spontaneously as 
respiratory function improves. 

When there is difficulty in respira- 
tion the infant should be placed in an 
incubator, and oxygen should be 
administered. In past years increased 
humidity produced by a vapojet was 
recommended, but in most cases this 
is now discontinued since the con- 
sensus is that the 80-100 per cent 
humidity supplied by the incubator is 
adequate. When humidity is used the 
nurse must check the incubator and 
refill the container with distilled water, 
as necessary. 

Aerosols such as Neo-Synephrine 
may be recommended. It is circulated 
in the incubator by using compressed 
air instead of oxygen, to prevent an 
increase in the percentage of oxygen 
being used. 

Mucus in the throat must be suc- 
tioned out gently. Whatever apparatus 
is used for this purpose should be 
sterilized frequently, preferably follow- 
ing each use. The suctioning may be 
done by a dropper protected with a 
rubber tip, by a rubber bulb, or by a 
glass tip protected with a rubber tip— 
used with a suction machine while 
employing the minimum amount of 


Figure 3 


f 


Many of the premature infants at Michael Reese Hospital who weigh under 1,000 
Gm. are fed with a medicine dropper. The feeding is usually divided into two parts. 
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suction. Trauma to the mucous mem- 
branes must be avoided during the 
procedure so that infections can be 
prevented. 

Elevation of the head of the bed 
is often helpful when dyspnea 1s 
present. 

Oxygen, usually under 40 per cent, 
is used, especially if there is grey 
pallor or cyanosis. The Rockette* set 
to rock slowly at 6-10 rocks per minute 
at about 20 degrees above and below 
horizontal, has been found useful dur- 
ing periods of apnea. Use of the 
Rockette is discontinued as soon as 
regular respirations are established, 
usually after a period of 5-10 minutes. 

The premature infant's color has 
always been the most reliable criterion 
of his general condition. If respiratory 
distress is present, usually there is also 
grey pallor or pallid cyanosis. 

Severe and generalized cyanosis may 
be either constant or intermittent, and 
is most often found in the presence of 
brain pathology, congenital heart dis- 
ease, and some infections. 

Fleeting cyanosis may occur during 
feeding because the infant does not 
take time to breathe. In such an in- 
stance, if the feeding is discontinued 
for a short period the infant’s normal 
color will return without further treat- 
ment. 

But one must not confuse cyanosis 
with discoloration. For instance, a 
baby may have been delivered by 
face presentation or he may have had 
the cord around his neck. If the nurse 
looks only at the baby’s face, she 
might think the baby very cyanotic. 

But if the color of that baby’s body 
is good and if he is active and has 
no respiratory difficulty, one need not 
be concerned about the color of the 
face because the discoloration will 
gradually disappear by itself. 

Some newborn premature infants 
have a brick-red color which is usually 
accompanied by intermittent cyanosis. 
Autopsies of many of these babies 
found evidence that cerebral hem- 
orrhage was the cause of death. 

The nurse should take the time to 
stand at the baby’s incubator to ob- 
serve the infants color. The more 
frequently this is done, the quicker 
she can detect the slightest change. 

Icterus is presently receiving a great 
deal of attention and should be re- 
ported by the nurse immediately, 
together with information regarding its 
severity and whether it is increasing 
or decreasing. 

Severe icterus might be an indica- 
tion of hyperbilirubinemia, which can 
result in kernicterus. The latter condi- 
tion can cause either death or mental 


Air Shields, 


*Manufactured — by 
Hatboro, Pa. 


Inc., 
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retardation. Most pediatricians agree 
that if the bilirubin is up to 20 mg. 
per cent (or some say 25 mg. per cent), 
the infant should have one or more 
replacement transfusions. This must be 
done within the first week of life. 

If the testing for bilirubin is done 
frequently, the nurse should have a 
tray set up and ready. Here at the 
Michael Reese Hospital, the following 
equipment is found on the tray: 


1 sterile forceps in Zephiran 

sterile cotton balls saturated with 
alcohol 

Bard-Parker blades (size 11) in 
Zephiran solution 

1 small container for used blades 

1 container for capillary tubes 

test tubes with corks 

sterilized mineral oil 

narrow Band-Aids 


To obtain blood for a bilirubin deter- 
mination, the resident physician lubri- 
cates the infant’s heel with sterilized 
mineral oil before making an incision. 
This makes it easier to suction out 
the blood and also prevents clotting. 
Blood is drawn into capillary tubes, 
and bleeding is checked by applying 
a narrow Band-Aid over the heel. The 
number of replacement transfusions 
carried out on any one infant is deter- 
mined by the bilirubin readings. 


Jaundice is the clinical expression 
of hyperbilirubinemia. Among the other 
conditions that can cause icterus during 
the first week of life are the Rh factor 
and various incompatibilities, cerebral 
hemorrhage, infections, and hepatitis. 
It is therefore necessary to watch for 


icterus and to report promptly _ its 
presence to the physician. 


Apathy 


Apathy must also be reported to 
the physician promptly since it may 
be a forerunner of many types of 
pathology in the premature baby: 

It can be the first symptom of 
pneumonia. 

The baby who has had periods 
of intermittent cyanosis followed 
by days and weeks of apathy 
is usually found to be the infant 
with cerebral hemorrhage. 
When feedings are pushed too 
rapidly in the first few weeks 
of life, the infant usually be- 
comes apathetic and refuses to 
eat. 

4. Apathy can also be an early 

sign of almost any infection. 

At the premature station at Michael 
Reese Hospital, the apathetic prema- 
ture baby is examined and watched 
closely. Our main treatment is the 
administration of oxygen (under 40 
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Figure 4 


When feeding the baby by bottle: (1) Place feeding towel or bib under baby’s chin. 
(2) Support baby’s head and shoulders during feeding. (3) Open mouth by pressing 
down and back on lower jaw with thumb. (4) Hold bottle near bottom when inserting 
the nipple into mouth, to avoid contamination of the nipple by thumb or fingers. 


per cent) for a few hours, or longer 
if necessary. 

Whenever the mother’s membranes 
have been ruptured for 48 hours or 
more before her delivery, special atten- 
tion should be given to the skin of 
her baby, beginning with a thorough 
soap-and-water cleansing. A disinfect- 
ant such as pHisoHex is recommended, 
and we also apply 40 per cent alcohol 
to the skin after the bath. 

pHisoHex for the bath is also rec- 
ommended for any baby covered with 
meconium or amniotic fluid and the 
baby whose mother had a_ vaginal 
infection. 

If vernix is not removed from the 
skin of a premature infant, excoriations 
usually result, especially where two 
folds of skin come in contact, as in 
the axillae, neck, groin, and behind the 
ears. The presence of excoriations 
always indicates the possibility of 
infection. 

Since umbilical cords are considered 
by some to be carriers of staphylococcic 
and streptococcic infection, they should 
be treated liberally with a disinfectant 
on admission and daily thereafter, if 
indicated. 

If a cord clamp is used, it should 
not be permitted to rest on the abdo- 
men; a layer of gauze should be placed 
under the clamp to prevent excoria- 
tion. Stockinette is used in our station 
for an abdominal band. 

The nurse should inspect the skin 
of each premature infant daily, and 
any lesion should be taken care of 
immediately. Gloves are worn in caring 
for any premature infant with break- 
down of the skin. If the baby is in 
an incubator providing high humidity, 
the humidity should be reduced or 
discontinued, if possible. This fre- 
quently will deter skin breakdown. 

Meconium is soaked off the skin 
either with a little oil or warm water. 


This must be done carefully to prevent 
irritation. 

Sore buttocks can best be healed by 
exposure to air and the use of a heat 
lamp for short periods of time. 

A slight increase has been noted in 
the use of breast milk, and more 
mothers seem interested in nursing 
their premature infants, which is to the 
advantage of both mother and child. 

No matter what type of feeding is 
used, pediatricians and nurses realize 
that nourishment cannot be increased 
too rapidly during the first month of 
life because the premature infant does 
not tolerate overfeeding. 

If the baby is not breast-fed, one of 
several other technics may be chosen. 
There is at present a tendency away 
from the use of the indwelling catheter 
because some doctors and nurses feel 
that it can cause irritation and produce 
an increased amount of mucus. 

Dropper feedings can be used suc- 
cessfully, even when the baby is very 
small. The important step to remember 
is that the rubber tubing must be one 
and a half inches long and should 
extend between one-eighth and one- 
quarter inch beyond the glass tip. The 
tubing serves two purposes: It teaches 
the baby to suck, and helps to prevent 
irritation to mucous membranes. 

Many of the babies in our station 
who weigh under 1,000 Gm. are fed 
by dropper (Figures 1-3). We usually 
divide iw feeding, giving half of the 
formula and then waiting for about 
10 minutes before feeding the remain- 
der to the child. The food should 
always be warm. 

The small dropper bottle (Figure 4) 
is very satisfactory for feeding the 
premature infant. The top of the 
dropper is transformed into a nipple 
by puncturing a hole in its center. 
If necessary, feedings are gavaged 
(Figure 5). 
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Figure 5 : ; Illustrations courtesy of J. B. Lippincott Company 
Gavage feeding technic. (Top) The top of baby’s head is held on a flat surface, 


with the chin upward and in a straight line with body. The unmoistened, unlubri- 
cated catheter is passed to the first circle. Most feedings can be performed with- 
out passing the catheter into the stomach. (Center) Turn infant’s head to side 
and hold the catheter and funnel in one hand to avoid danger of catheter’s slipping 
out. (Bottom) Clamp the catheter tightly in two places before withdrawing it. 
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“Rooming in,” a satisfactory way for 
the mother to become adjusted to her 
baby before taking him home, is not 
possible with the premature baby, 
especially if he is in a premature center 
or station. But we do encourage the 
mother to come to the hospital to feed 
or nurse her baby before he is dis- 
charged. We suggest that she come 
daily, if possible. 

We have found that if she comes, 
holds, and feeds her baby she is less 
apprehensive when she takes him home. 
This also gives her an opportunity to 
ask us questions, and it affords the 
nurse the opportunity of learning what 
the mother has in the way of equip- 
ment and clothing for the baby. 

As soon as the baby is admitted to 
our station, the parents are provided 
with a pamphlet in which many gen- 
eral questions are answered. Upon dis- 
charge of the baby from the hospital, 
the mother is given written instructions 
and a supply of formula for a twenty- 
four-hour period. If her baby is bottle- 
fed the mother is also given a sample 
of vitamins and two soft nipples with 
the right sized hole. She has already 
been shown how to dress the baby, 
and a layette or necessary clothing is 
provided when needed. 

A visiting nurse is employed by the 
hospital to make a home visit before 
the baby is discharged. This nurse 
advises and helps the mother to pre- 
pare for caring for her infant. If the 
family is in need of financial or social 
service help, they are referred to the 
hospital social service department or 
other appropriate agency. 

The hospital visiting nurse will make 
another home visit 24-48 hours after 
discharge of the baby from the hospital, 
to demonstrate his bath, dressing, prep- 
aration of the feeding, and to give the 
mother advice about the future follow- 
up of her baby. 

Follow-up care is very important for 
these tiny babies, handicapped by being 
prematurely born, to help them de- 
velop normally both mentally and 
physically. 
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The authors, parents of three children, offer 


some helpful suggestions on 


how to raise a 
Family 


by JANICE G. GREEN, R.N., M.S. 
and MORRIS GREEN, M.D. 
Associate Professor of Pediatrics 1nd 
Director, Kiwanis Diagnostic ind 
Outpatient Center, James Whitcomb 
Riley Hospital for Children, Indiana 
University Medical Center, Indian- 
apolis, Ind. 


"BP. HE subject of child-care practices 

and parent-child relationships has 
received increasing attention in recent 
years. The prodigious number of arti- 
cles, pamphlets, and books dealing with 
this subject attest to this widespread 
and intense interest. 

In part, this concern reflects the 
dissatisfaction of many parents with 
child-rearing practices as they have 
existed. It may also indicate the almost 
blind faith parents today place in the 
results of scientific investigations and 
in people with so-called expert informa- 
tion, in this case in the field of child 
behavior. 

In addition, the fact that changes in 
our culture and environment are rapid 
has led many parents to feel a need 
to fashion their child-care practices to 
these changing times. Although an 
attempt to discuss the broad subject of 
raising a family in one brief article 
must of necessity be discursive, certain 
impressions that may have general 
interest, particularly to parents of young 
children, will be discussed here. 

Although in this country there is as 
yet no established tradition of child- 
rearing practices, one may discern cer- 
tain trends. In general, many parents 
make an effort to be more indulgent 
and permissive with their children than 
in former years; there is an attempt to 
protect children from excessive frustra- 
tion. 

The role of the father in our culture 
has also changed, so that today many 
men are helping with the physical care 
of children. On the other hand, there 
can be seen certain countertrends, as 
is apparent in the admonitions to par- 
ents not to express too much love for 
their children. 

Almost daily one sees statements that 
decry the inclusion of material concern- 
ing interpersonal relationships in the 
educational experiences of children. The 
same voices often advocate a return to 
more rigid methods of child-rearing as 
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a solution to all our problems, be they 
juvenile delinquency or the nation’s lack 
of scientists. 

It is difficult to say what determines 
child-care practices. Certainly many of 
these practices are not based on well- 
documented scientific information. Un- 
doubtedly, child care is influenced by 
social, economic and political factors. 
For example, many parents today are 
troubled about the proper objectives 
or orientation of their child-rearing 
practices. 

Is it enough to attempt to prepare 
children for a creative life, character- 
ized by respect for oneself and others, 
when there is so much talk about the 
softness of American children and the 
need to prepare our populace for sur- 
vival in this rapidly changing world? 
It is not difficult to see that child-rearing 
practices depend very much on how 
parents foresee the future of the world. 

Facilities and media that permit the 
rapid communication of ideas have also 
made it possible for the impressions of 
individuals or groups working in the 
field of child care to receive widespread 
publicity and often—almost simultane- 
ously—widespread acceptance. Whether 
these views are well documented does 
not seem to be important. 

For example, we all hear much today 
about “togetherness.” This concept is 
presented almost as a solution to the 
problems of family life. While it may 
have much to offer many families, “to- 
getherness,” taken in the extreme, 
denies the fact that children and par- 
ents also need privacy. Unfortunately, 
slogans and catchy phrases are fre- 
quently taken at face value. 

It would seem best to take the view 
that the development of personality in 
children is a very complex process 
involving many cause-and-effect rela- 
tionships that have only recently begun 
to be well understood. Although many 
detailed statements of the requisites for 
healthy personality development may 


be formulated, the basic objective is 
the infant’s or child’s development of 
a sense of trust in others. 

This feeling is communicated first 
by the parents. If relationships between 
parent and child are comfortable and 
secure, they become generalized to 
other persons. Specific techniques in 
child care are less important than the 
over-all emotional tone of the family. 
The degree of comfort that a baby 
experiences, particularly in infancy, 
depends upon the skill (“mothercraft” ) 
and security of the mother or mother- 
substitute. 

A number of environmental factors 
over which parents sometimes have 
little control may cause problems in 
child-rearing. One of the most impor- 
tant of these in recent years has been 
the factor of mobility. It is a fact of 
modern life that families move about 
much more than before. This involves 
not so much moving within communi- 
ties but relocating to other states and 
regions. 


Family Often Isolated 


As a result of this mobility, the 
modern family is often isolated from 
contacts with relatives and close friends, 
and the children have to make many 
more adjustments than if they were in 
a more stable location. A number of 
other factors may also have detrimental 
effects on children: economic depriva- 
tion, racial and ethnic discrimination, 
inadequate school and health services, 
marital difficulties, and inadequate prep- 
aration for parenthood. 

Many mothers feel a lack of status 
or creativity in being “just a housewife.” 
This seems to be true especially of 
some women who have prepared them- 
selves for a career. In a recent survey 
of alumnae of a well-known university, 
the answers they gave to the question 
of their present activities revealed that 
some girls felt undisturbed about writ- 
ing housewife and mother in the space 
provided for that answer, while others 
were evidently very ashamed to list 
only this “common” activity and embel- 
lished their answers with more alluring 
entries. 

It is important, nonetheless, that the 
modern mother have an opportunity to 
do something else besides take care of 
children all the time. It would be most 
helpful if she could have a definite 
period away from the children, at least 
once a week. 

Another practice that would be help- 
ful would be one in which a woman 
could leave her career during the period 
of parenthood with the expectation and 
possibility of returning to this work after 
her children are grown 

There has been a regrettable tendency 
to standardize children, particularly 
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according to chronologic age. But par- 
ents should respect the individual dif- 
ferences in children and permit them 
to develop their own unique poten- 
tialities. 

More attention in child care should 
be given to the readiness of the child 
than to his chronologic age. This de- 
pends, of course, upon many things. 
Differences in babies also indicate why 
some parents may have a very easy time 
with their infant while other parents 
find their baby very difficult. Some 
babies are simply easier to take care 
of than others. 


Try Too Hard 


Some parents try too hard. They are 
so intent on doing just the right thing 
and so afraid of making a mistake, they 
transfer their anxiety to the children. 
Other parents, in an effort to provide 
all the so-called advantages for their 
children, actually deprive them of the 
opportunity to do things on their own 
and overwhelm the children with ex- 
cessive stimuli. 

Also, where the number of children 
in a family is small, parents may expect 
too much from each child. In the family 
in which the mother attempts to follow 
some current fashion in child care with- 
out really understanding what it in- 
volves the mother’s behavior is incon- 
sistent, and difficulties may arise. As 
a matter of fact, parents can raise chil- 
dren very adequately without reading 
the extensive literature on how to bring 
up children correctly. 

In many instances feelings of inade- 
quacy and inferiority in children stem 
from unrealistically high standards of 
performance their parents set for them. 
Repeated failure to satisfy his parents 
arouses a feeling of defeat and despair 
in the child. 

In recent years there has been a 
tendency for many families to fill their 
children’s days with organized cultural 
activities to supplement their school- 
ing. These parents seem to have the 
illusion that providing these activities is 
the mark of good parents. As a result, 
there is little or no time for the child’s 
free play and spontaneous exercise of 
curiosity. 

Creative activities take place most 
frequently in a happy environment that 
provides stimulation for growth—with- 
out excessive expectations. 

Another misinterpretation found in 
child-rearing practices is that children 
should experience no deprivation or 
frustration. Even if it were advisable, 
it would be unrealistic to assume that 
we could provide happiness for children 
at all times. What is important is that 
the child develop the ability to deal 
with and adapt to tension and stress. 
Another mistaken idea of some parents 
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is that they should never have feelings 
of anger toward their children, let alone 
express them. 

Currently there is great concern about 
spoiling children, with many parents 
expressing the fear that the gratified 
infant may become spoiled. Accordingly, 
these parents seldom handle their chil- 
dren. The child’s day in such a house- 
hold is characterized by his being placed 
in the crib, then in a high chair, and 
then in the jumping chair, all with 
little close contact with the parents. 
Evidently many parents have been mis- 
guided into feeling that successful child- 
rearing is the maintenance of the status 
quo in the household. 

To many people discipline means 
punishment. It is true that the com- 
plexities of modern living, particularly 
crowded living conditions, force many 
limitations upon children at a time when 
their curiosity and increased locomotion 
lead them to explore everything within 
reach. But parents often become too 
exasperated by constantly supervising 
their child’s activities and by the pro- 
hibitions they feel they must place upon 
the child. 

It might be more constructive if the 
parents attempted to limit their restric- 
tions to what is really important and 
then to be consistent about these restric- 
tions. Excessive reasoning and the use 
of shaming should be avoided in dis- 
ciplining young children. 

Small, expensive, and hazardous ob- 
jects should be placed out of reach of 
the child who has no capacity to under- 
stand their danger or value. 

There has been much misinterpreta- 
tion of the meaning of permissiveness; 
this concept does not mean license. 
Overpermissive child-rearing practices 
may give rise to many problems, includ- 
ing the child’s resistance to sleep in the 
last part of the first year. Children do 
need very definite limitations placed on 
what they can do, and they must have 
a clear idea of what parents generally 
expect from them. Considerate and 
kindly control should be the byword. 

Discipline is related in some ways to 
the occurrence of accidents. Parents 
today must be increasingly alerted to 
this national problem since accidents are 
the leading cause of child deaths during 
the preschool period. The newly ac- 
quired locomotor ability of the preschool 
child and his curiosity to explore, with- 
out comprehending the hazards of his 
exploration, render him particularly 
susceptible to accidents. 

Parents, therefore, have the responsi- 
bility to provide a secure environment 
for the child. This means giving atten- 
tion to physical safety—through the use 
of fences and gates in yards and at the 
stairs. It also means that the parents 
must either remove all dangerous drugs 
and toxic substances from the home or 


place them in a safe place, out of the 
reach of children. 

Frequently problems that children 
demonstrate are related to the unhappi- 
ness of their parents, as is often the 
case when marital problems exist. Occa- 
sionally parents feel unable to love their 
children even though they can provide 
for them materially. In such situations 
marriage counseling or psychotherapy 
may be a real contribution to child care. 

In considering how to improve raising 
a family, we should like to emphasize 
the importance of teaching the subject 
of human relationships and preparation 
for marriage and parenthood in high 
school and collegiate courses. More 
schools should include this instruction 
in their curricula. 

Although, as noted above, there has 
been some tendency to ridicule the 
inclusion of such courses in the schools, 
this area is deserving of more attention. 

It is also important that parents talk 
to one another about their parental ex- 
periences and share their feelings. In 
some communities the substitution of 
group sessions of parents for some of 
the individual sessions that parents now 
have with their pediatricians and family 
doctors is being explored. 

What is the contribution of nursery 
school to raising a family? Although 
sending a child to nursery school has 
become a fad among certain social 
groups, this does not minimize its poten- 
tial value. A well-conducted school with 
an adequately trained professional staff 
can be of value to any family. 

In both rural and urban areas where 
there are few children to play with, a 
nursery school experience may contri- 
bute to the child’s social relations. This 
does not mean, however, that a child 
without nursery school experiences is 
necessarily deprived. 


Physical Aspects 


As child health workers, we should 
like to point out the importance of the 
physical aspects of child-rearing, espe- 
cially the need for early attention to 
dental care. The fact that the preschool 
child has deciduous teeth does not 
minimize this need: It is well to intro- 
duce the child to the dentist before any 
painful procedures have become neces- 
sary. In general, the two- or three-year- 
old child who is taken to a dentist 
interested in working with children 
establishes a relationship that is main- 
tained even when painful procedures 
are necessary. 

In conclusion, it goes almost without 
saying that the availability of a family 
physician or pediatrician who is inter- 
ested in hearing about the problems 
that parents encounter with their chil- 
dren may be very helpful in child- 
rearing. 
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The author, who recently moderated a workshop 
on The Role of the Nurse in Emergency Childbirth 
and During Disaster at Rutgers University 
College of Nursing, reports on basic principles 

to be followed in an emergency childbirth, 

the liability of the nurse in such cases, and the 
“do-it-yourself” kit for expectant mothers. 


CHILDBIRTH DURING DISASTER 


by ANN L. CLARK, R.N., M.A, 


Assistant Professor of Nursing and 
Chairman, Department of Obstetric 
Nursing, College of Nursing, Rutgers, 
The State University, Newark, N.J. 


F 37 per cent of the pregnant women 

surviving a major disaster within 
three miles of where you are now sitting 
were suddenly to go into labor (many 
prematurely) or abort, could you ade- 
quately help them? 

If your reaction is similar to that of 
the average nurse who might be faced 
with an emergency delivery, be it in the 
hospital, home, or a bombed-out cellar, 
you are more than a little anxious at the 
very thought of this prospect. 

It was this reaction that prompted 
the Rutgers University College of Nurs- 
ing, in co-operation with the State of 
New Jersey Department of Health, the 
New Jersey League for Nursing, the 
Medical Society of New Jersey, and the 
New Jersey State Nurses Association, to 
present a workshop on The Role of the 
Nurse in Emergency Childbirth and 
During Disaster at Rutgers in Feb- 
ruary. 

It has been often said that whenever 
a catastrophe or major disaster occurs, 
babies arrive in large numbers—prema- 
turely, rapidly, and without much cere- 
mony. 

The Hiroshima experience leads us 
to believe that about 27 per cent of sur- 
viving pregnant women within two 
miles of ground zero may abort or have 
premature deliveries at the time of a 
disaster. Translating this to a city with 
a population of 500,000 and an annual 
birth rate of 2,400 per 100,000, there 
would be about 12,000 pregnant wom- 
en. If they survived, approximately 3,- 
240 women within two miles of ground 
zero and another 1,200 within two or 
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Dr. Allan Crunden Jr. of 


Seton Hall College of Medicine and Dentistry answers 


queries of participants on his talk, ‘‘Complicated Obstetrics—Role of the Nurse.”’ 


three miles might lose their pregnancies 
or deliver their infants prematurely. 

All of this would be going on while 
the medical, nursing, and hospital staffs 
would be overwhelmed with the care 
of disaster casualties. Furthermore, 
shortages of medical supplies, pure wa- 
ter, electricity, transportation, and food 
would compound the emergency. 

What does this mean to the nurse? 
It implies that all nurses must develop 
a philosophy that will permit them to 
function effectively in a disaster. It also 
implies that the nurse will need to de- 
velop further understanding and skills 
needed in caring for the expectant, |a- 
boring, and new mother and the new- 
born infant. The nurse should also be 
able to teach this care to others. 

Security is inherent in the family unit, 
and the degree of cohesiveness of the 
family unit influences the degree to 
which equilibrium will be upset when 
a crisis arises. A crisis as serious as a 
disaster, with the possible disorganiza- 


tion of the family unit, may precipitate 
much stress for the family members. 

Children, particularly those under 9, 
who look almost exclusively to their 
parents for the fulfillment of their needs 
for protection and safety, may be great- 
ly distressed by the catastrophe, espe- 
cially if separated from their parents. 

The effects of disorganization of the 
family unit and its resultant anxiety will 
be a problem with which nurses will 
have to cope. 

Anxiety for some may reach the de- 
gree of panic, and these persons will of 
necessity need to be removed from the 
group quickly. Panic can spread rapid- 
ly, it is the essence of mob behavior. 
The nurse as a leader will have to move 
quickly to prevent this. 

To assist all persons to become better 
oriented and to meet their needs for a 
focus, a status, and a role, some routine 
should be established as quickly as pos- 
sible after the catastrophe. Persons 
should be assigned to the tasks of sur- 
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Aileen Hogan, left, of the Maternity Center Association, New York, and Elizabeth 
Hosford, Cornell University-New York Hospital School of Nursing, study Birth Atlas 
used to illustrate the discussion of ‘Spontaneous Delivery—Role of the Nurse.” 


vival and reconstruction. Nurses will 
need poise and _ self-confidence; they 
will be called upon to give positive di- 
rection to those disoriented by the crisis 

rhe expectant mother may be under 
unusual stress if her family is separated. 
This is why families 
should be kept together. If the catas- 
trophe is an atomic blast she may be 
concerned not only for the safety of her 
present family, but also for her unborn 
child; she may question the sanity of 
bringing another child into this world. 

Althongh we do not know the etiol- 
ogy of toxemias of pregnancy, it is pos- 


another reason 


sible the increased tension may be re- 
sponsible for an increase in this disease. 
\ catastrophe of long duration, because 
of poor nutrition, may also increase its 
inciden¢ e,. 

The mother may go into labor with 
her emotional and physical reserves de- 
pleted. This, coupled with the tensions 
of the disaster, may mean that the labor 
may be longer and more painful. A sup- 
porting person, present at the time of 
delivery, will minimize the emotional 
stress. The mother should be given an 
opportunity to verbalize this experience 
once it is over, for talking brings relief 
from tension, helps one to master the 


feelings, gain perspective, and acquire 


a readiness to cope with the problem. 
The incentive to breast-feed in the 
post-partal period may be high, since 
it is possible this may be the only way 
to sustain the child. However, the moth- 
er may need another mature mother to 
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support her in this experience. Further- 
more, concern for her family, herself, 
and her infant may interfere with lac- 
tation. It may, however, be possible for 
another mother to act as a wet nurse if 
the new mother does not have sufficient 
milk. 

Many nurses, because of their ex- 
perience with obstetrics as a surgical 
procedure rather than a normal physio- 
logical process, find it difficult to see 
themselves in the role of accoucheur. 
However, it is a fact that 95 per cent of 
all women could have their babies nor- 
mally, and the average healthy mother 
is capable of bringing her baby into the 
world normally and sustaining him 
after he arrives. 

For this 95 per cent the nurse will 
need the following principles to guide 
her in assisting the mother during the 
birth process: 


1. As the head begins to crown, 
have the mother pant. Support 
the perineum and allow the head 
to be delivered between the con- 
traction. This will protect the in- 
tracranial structure of the infant 
and minimize the danger of per- 
ineal lacerations. 

2. As soon as the head is delivered, 
support it with one hand and 
quickly wipe mucus and fluid 
away from the nose and mouth. 
Feel] about the neck for the cord. 
It will usually not be present. 
If it is and is loose, slip it over 


the head or push it down over 
the shoulders. If it is too tight to 
remove, it will be necessary to 
tie or clamp it in 2 places and cut 
between the ties. 

4. Wait for the next contraction 
(there is no rush), allow the an- 
terior shoulder to be born and 
then the posterior one. Support 
the baby’s body as it is being 
born. Grasp the baby by the 
feet and hold it up, feet first, al- 
lowing the mucus and fluid to 
drain out. Remember, there is a 
mother present who no doubt is 
much more anxious than you. 
Hold the baby up for her to see, 
and with enthusiasm tell her what 
a lovely son or daughter she has. 

. Place the baby on the mother’s 
abdomen and wait for the placen- 
ta to be delivered (15-30 min- 
utes). Do not pull on the cord. 
If you have sterile cord ties and 
scissors or a knife, tie the cord 
about 4-6 inches from the baby’s 
body with a double-knot ligature 
and sever between the two ties. 
If no sterile equipment is present, 
leave the placenta attached. If 
necessary, baby, cord, and plac- 
enta could remain attached. The 
cord and placenta would finally 
become dried and the cord drop 
off. Aesthetically, this may not 
be very delicate, but it’s safe. 

. Wrap baby, and if necessary, the 
cord and placenta, in whatever is 
at hand, and put the infant to 
his mother’s breast. This will aid 
the uterus to contract and min- 
imize uterine bleeding. 

8. Observe the uterus closely to see 


Gertrude Strunk, Rutgers, explains ‘‘do- 
it-yourself kit’’ to an expectant mother. 


£ ay Le 
ale? es altel 


NURSING WORLD 





that it remains contracted. If it 
does not, massage the fundus to 
cause it to contract and then hold 
the uterus between the two hands. 
Do not separate the mother and 
infant, for they need the haven 
and comfort they will find in 
each other. 

The mother should rest several 
hours, but it is possible for her, 
if it is necessary, to arise and 
with her baby go to a place of 
safety. 


The infant born under these circum- 
stances will, if he is normal and vig- 
orous, very likely cry spontaneously. 
His two great needs for the moment 
are an open airway and warmth. His 
nose, mouth, and throat must be free 
of mucus and fluid; this technique has 
been explained previously. 

If he does not cry within one min- 
ute, remove all mucus present from 
the mouth with your finger, and then 
apply mouth - to - mouth resuscitation, 
using small puffs of air from your mouth 
(not lungs) approximately 20 times 
per minute. Avoid unnecessary or harm- 
ful methods of resuscitation such as 
spanking, anal dilatation, and compres- 
sion of the chest. 

The premature infant is a greater 
challenge than the neonate at any time, 
but particularly during an emergency. 
To begin with, we can expect an in- 
crease over the expected 7 per cent of 
prematurely born infants. 

The premature infant's needs, over 
and above that of the newborn, include 
control of environment and special types 
and methods of feeding. The infant 
should be wrapped in whatever is avail- 
able and either placed next to the 
mother’s body or in an improvised 
“nest,” protected from drafts and 
warmed with either bottles of hot water 
(if they are available), bricks, or stones 
heated by a fire or by the sun. 

The infant should not be bundled too 
tightly or respirations may be embar- 
rassed. Newspaper or plastic may be 
used for insulation outside the blanket. 
Conservation of energy is, as always, 
very important. 

If the infant cannot nurse at breast, 
the chances of saving this child, with 
no equipment, is meager. However, 
since a premature should not be fed for 
24-72 hours, this may provide the time 
needed to obtain gavage equipment and 
a low-fat feeding. It may be possible 
to express the mother’s or a donor’s milk 
manually. With proper safeguards a 
medicine dropper may be used to feed 
the infant. 

The nurse should remember that it 
is safer to begin with feedings of 2 cc. 
and to increase this amount very slowly 
as the infant’s tolerance is known. Over- 
feeding is dangerous at any time. 
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Mouth -to- mouth resuscitation will 
need to be scaled down; 15 cc. of air 
puffed from the cheeks is sufficient. Ex- 
treme caution should be observed since, 
under the stress of the situation, it may 
be easy to overdo the procedures. 

There are great responsibilities placed 
on the nurse when she comes face to 
face with abnormal obstetrics. 

Patients with severe abortal bleeding, 
placenta previa, premature separation 
of the placenta, eclampsia, dystocia, 
prolapsed fetal part, or post-partal hem- 
orrhage should be placed high on the 
priority list of those to be moved to 
an emergency center where they may 
receive medical assistance. 


The nurse may, however, have to 


tice Act in an undeclared emergency. 

Every nurse should be cognizant of 
the statutes of her own state covering 
medical practice, nursing practice, and 
midwifery practice. There are very few 
laws, as such, that cover a nurse in an 
undeclared emergency, and few court 
decisions involving the nurse have been 
published in law reports. A workshop 
participant voiced a need for all clinical 
nurses to be covered by liability insur- 
ance. 

In some cities it is already common 
practive for expectant mothers to pre- 
pare a do-it-yourself kit, weighing less 
than two pounds, covered with plastic 
and tied in such a way it can easily be 
slipped over the expectant mother’s arm 


Exploring plans for the care of premature infants in time of disaster are, left 
to right, Nancy Goulet, the New Jersey State Department of Health, Major Josephine 
Green, A.N.C., Walter Reed Hospital, and Ann Clark, co-ordinator of the workshop. 


care for these patients or assign theit 
care to others if no emer gency cente! 
is available. But she should never try 
a surgical procedure under such cir- 
cumstances, although she may sustain 
the mother with intravenous fluids (if 
she has them) and treat for shock. 

If she is dealing with a post-partal 
hemorrhage she may place one hand 
in the vagina, lifting the uterus out of 
the pelvis, with the other hand on the 
fundus. In this way she may be able 
to get the uterus to contract and control 
the bleeding. This would be done un- 
der sterile precautions if possible. But 
if sterile precautions are not possible, 
the nurse should proceed anyway, lest 
the mother bleed to death, for fear of 
an infection several days later. 

In a declared emergency or disaster, 
the nurse is expected to behave as a 
reasonable nurse and could be held for 
acts of omission or commission. The 
Civil Defense Act, however, would pro- 
tect her in the carrying out of emer- 
gency care covered by a Medical Prac- 


and taken with her to whatever shelter 
she must seek. 

This pack contains a minimum of 
supplies needed to care for the mother 
and her baby at the time of the birth. 
A typical pack may contain the fol- 
lowing items: 


large cotton baby blanket or 1 
square yard of outing flannel 
nine-inch pieces of bias tape 
package of 4 x 4 gauze 
roll of three-inch bandage 
razor blade (protected by card- 
board) or blunt scissors 
safety pins 
diapers 
shirt 
sanitary pads 
short pencil 
strips of adhesive on tongue 
blade (for identifying the in- 
fant) 

1 four - ounce 
pHisoHex 

(continued on page 31) 


plastic bottle of 
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Correct Posture: Child sits in an upright position which al- 


Incorrect Posture: The child tends to breath only from “‘nip- 
lows free movement of the diaphragm and chest in respiration. 


ple line’ up, leading to inadequate ventilation of lungs. 


Management of Children With 
CYSTIC FIBROSIS 


With proper and timely treatment the infant with cystic fibrosis can look 
forward to many years of happy and outwardly healthy childhood. 


by VIVIAN TAPPAN, M.D. 


Assistant Clinical Professor of Pediatrics 
and Medicine, Yale University, School 
of Medicine, New Haven, Conn. 
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eva play an important role in 
the total medical management of 
the child with cystic fibrosis. It is be- 
lieved that the wiser, the more under- 
standing, and the more selfless the con- 
cealed day-by-day care given to these 
children by their parents, the more nor- 
mal will be their childhood over longer 
periods, and the slower and less marked 
the differences which distinguish them 
increasingly from their so-called nor- 
mal comrades. 

Thus parents play an important part 
in the practical management of patients 
with cystic fibrosis at the Yale University 
School of Medicine. Here the nursing 
and medical personnel explain to the 
parents the nature of the problems which 
lie ahead of them in rearing a fibrocys- 
tic child. 

They impress upon the parents the 
fact that the disease does not manifest 
itself in an identical fashion in any two 
children, not even in identical twins. 

No two children are exactly the same; 
the glands of no two children function 
alike. Moreover, the glands in a single 
child function differently as he grows 
and develops. Therefore therapy must 
be flexible if treatment is to meet the 
constantly changing needs of each child. 

Many of the clinical and pathological 
changes which characterize the natural 
course of the disease are due to second- 
ary pathophysiologic processes. These 
changes are therefore often preventable 
for long periods of time, provided suit- 
able therapy is undertaken early and 
continued for as long as necessary. 

There is no magic cure for cystic fibro- 
sis. It is believed that rational therapy, 
by decreasing the severity of many of 
the secondary changes, also slows the 
clinical progress of the disease. The ul- 


Mask inhalation therapy is used three or four times daily as 
an intermittent short-time preventive or therapeutic measure. 


MAY 1959 


timate outcome, however, is not al- 
tered. 

In the Chest Metabolic Clinic at Yale, 
diagnostic facilities are available for the 
complete study of infants and children 
suspected of having cystic fibrosis and 
for the examination of siblings of affect- 
ed children. Facilities are also available 
as the need arises for special studies in 
the management of known fibrocystic 
children. ; 

The method of total care is adjusted 
to meet the constantly changing needs 
of the individual child. In this area pro- 
vision is made for the welfare of the 
child and for the education of the par- 
ents. Each has a role to play. 

Flexible management of pulmonary 
disturbances and nutritional disturb- 
ances are outlined. Care is also taken to 
prevent needless deformities and rectal 
prolapse. 

The social adjustment of the child is 
considered an important part of the com- 
prehensive medical management of this 
disease. Behavior difficulties arise if the 
serious limitations imposed upon these 
children by their physical handicaps are 
not handled with understanding. Flexi- 
ble school programs, including educa- 
tional and group activities, can do much 
towards minimizing the frequency of 
this aspect of the disease. 

Physical therapy and inhalation ther- 
apy are transformed into games happily 
performed by the children. Most moth- 
ers are concerned about future babies, 
and clinic doctors are always available 
to discuss this problem if requested. 

Thus, at the Yale Medical Centre, an 
attempt is made to integrate professional 
and lay individuals, and official and 
voluntary organizations in Connecticut, 
at local and state levels, for the common 


task of providing total care for the child 
with cystic fibrosis. 

With the onset of external respiration 
at birth, the tracheobronchial glands be- 
gin to produce bronchial secretions of 
increased viscosity. The presence of 
these secretions in the airways marks 
the onset of the obstructive disease of 
the lungs which characterizes the severe 
form of cystic fibrosis. 

This pulmonary disturbance is re- 
sponsible for the death of over 90 per 
cent of fibrocystic children before ma- 
turity. As the pulmonary disease pro- 
gresses the signs and symptoms of res- 
piratory obstruction become more se- 
vere. 

Liquefaction of the abnormal viscid 
bronchial secretions must therefore be 
started promptly and must be continu- 
ous to be effective. Once satisfactory 
liquefaction has been achieved, ade- 
quate pulmonary drainage is instituted. 

Again, the choice of lytic drugs and 
measures and the dosage and duration 
of the lytic procedures are adjusted to 
meet the changing needs of each child. 

Knowing what the future effects of 
the disease will be, nursing and medical 
personnel train the children in the tech- 
niques of inhalation therapy in the clinic 
before this type of treatment becomes 
medically necessary. In this way what 
may be a terrifying experience when 
first administered to an acutely ill child 
becomes instead a familiar and pleasant 
routine. 

During the winter months when fur- 
nace heat reduces the humidity of the 
house to desert levels, most patients 
sleep under homemade humidity tents. 

The old and familiar expectorant med- 
ications, especially the iodides, are pre- 
scribed for these patients. Dosage is 


For continuous therapy the tent inhalation method is em- 
ployed, using a plastic tent fitted over the crib or small bed. 
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Play therapy (physical therapy by indi- 
rection) helps prevent some deformities. 


pushed to ‘iquefying levels and main- 


tained at these levels for many months, 
provided patients can be kept under 
close medical supervision. 

The use of ammonium chloride as a 
lytic drug is not advised since many 
fibrocystic children are in a state of un- 
compensated acidosis. 

Sulfonamides and antibiotics are used 
intermittently rather than constantly, 
with the choice and dosage fitted to the 
needs of each child. 

Continuous and intermittent inhala- 
tion therapy is widely used at home in 
an attempt to achieve sustained and 
adequate liquefaction of bronchial secre- 
tions. Detergent solutions with and 
without bronchodilator drugs are nebu- 
lized by compressed air. For special pa- 
tients, enzymes are used in the form of 
aerosols; for others, intermittent positive 
pressure is employed. 

No formal attempts at corrective and/ 
or breathing exercises are made; instead 
the parents achieve these ends by help- 
ing the child to perform these exercises 
informally through play therapy 

Children with cystic fibrosis sooner 
or later develop signs and symptoms of 
nutritional disturbances, either separate- 
ly or in combinations. 

Malnutrition, often extreme, is one 
sign; the patient’s weight often falls be- 
low the third percentile for his chrono- 
logic age. Variable retardation of linear 
height becomes more striking as the 
child grows older; bone age also may 
be retarded. Muscle mass is commonly 
reduced and muscle tone poor. 
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Due in large measure to these last 
two factors, these children tend to stand 
with excessive lumbar lordosis, knock- 
knees, and flat feet. 

Marked abdominal distention is often 
so severe that the child develops a 
“pregnant stance.” Other signs include 
umbilical hernia, prolapse of the rectum, 
and the passage of abnormal stools, of 
large diameter, with variable degrees 
of foulness and greasiness. 

There is no universal agreement in 
the medical literature about the need 
for a special diet, the type of diet, and 
or the use of pancreatic supplements for 
these patients. A low-fat, high-protein 
diet, with some limitation of complex 
starches, is frequently advised. 

It is believed that early and excessive 
fecal waste is largely responsible for the 
overdistention, diastasis of the recti, the 
development of umbilical herniae, and 
the frequency of rectal prolapse. It is 
also indirectly responsible for disturb- 
ances in intestinal motility. 

In infants and children who exhibit 
these findings, a diet is adjusted to the 
needs of the individual child. The goal 
of such a diet is the reduction of the 
mass of fecal waste. This is largely ac- 
complished by limiting or omitting com- 
plex starches and replacing them with 
bananas and fruits for whatever period 
is indicated. 

At first reinforced skimmed milk is ad- 
vised; this is progressively replaced by 
homogenized milk. Fat is added cau- 
tiously to the diet in the form of homog- 
enized milk and cottage cheese. 

Limited amounts of butter are tried 
and protein intake is kept high, chiefly 
in the form of lean beef, liver, chicken, 
and white fish. Simple gelatin desserts, 
junkets, and low-calorie ice cream are 
allowed. As the patient’s condition im- 
proves, his diet is liberalized. 

A pancreatic supplement, usually 
Viokase (a raw pancreatic extract) is 
given when a clinical trial indicates its 
usefulness. During acute pulmonary in- 
fections the diet is simplified while its 
caloric content is kept high. Water-solu- 
ble vitamins A, B, and C are prescribed 
as a matter of routine in approximately 
double the usual therapeutic quantities. 

Life can offer many years of happy 
and outwardly healthy childhood years 
to infants born with cystic fibrosis pro- 
viding the diagnosis is made early and 
adequate therapy is promptly instituted 
and carried on during the child’s life. 

It is now known that the disease af- 
fects the child as a whole; it is not lim- 
ited to the effects of the disease upon 
the lungs and the pancreas, although 
these two organs are most seriously af- 
fected. 

The responsibility for the adequate 
care of a child is shared jointly by the 
parents, physician, and all members 
of the adult world surrounding him. 


It is common knowledge that fright- 
ened children, children who are made 
to feel insecure, and those who differ 
from their fellow children are unhappy. 
Cystic fibrosis imposes upon a child 
certain ways of life which distinguish 
him from healthy children. These dif- 
ferences can be made either important 
or unimportant to the child. 

Many of the therapeutic measures 
can be carried out by indirection, so 
that the child may never even be aware 
that these measures are actually treat- 
ments. However, certain other measures 
cannot be masked. But they can be 
presented in such a manner that the 
child considers them fun. 

This therapeutic approach has long 
been used in the treatment of children 
facing chronic and debilitating illnesses. 
Throughout the years it has been found 
that children so treated learn to live 
happily with their disease, that the 
disease itself slows and many needless 
pathologic changes never appear. 
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Sydenham’s Chorea—Disease Dilemma of Childhood 


Sydenham’s (or rheumatic) chorea, an affection of the brain 
associated with rheumatic infection, is characterized by irregular 
involuntary movements, inco-ordination of voluntary movements, 
and varying degrees of muscular weakness and mental disturb- 
ance. Most instances of the disease occur in the 5-15-year age 
group, with girls more commonly afflicted than boys. In adult- 
hood it may take its most severe form in pregnant women. 

Little is known about the pathology of the disease, but its 
clinical features indicate that the pathologic process probably 
occurs in the cerebral cortex. In fatal cases the nerve cells show 
some degree of chromatolysis. In view of the fact that the symp- 
toms are apparently irritative rather than destructive, the absence 
of gross microscopic changes is not surprising. 

A detailed study of a series of children with Sydenham’s chorea 
suggests that etiology and pathogenesis of this common childhood 
disease is much more complex than generally believed. A number 
of agents may be apelil acting individually or jointly, their 
importance varying from patient to patient. Two such agents are 
severe personality disorder and rheumatic fever. 

Authorities used to maintain that rheumatic fever and chorea 
were manifestations of a common pathogenic agent. They pointed 
to the fact that children with chorea very commonly have such 
other stigma of rheumatic disease as nodules, endocarditis, re- 
current sore throats, erythema, or purpura. 

These various disorders may precede the first attack of chorea 
or they may accompany it, although signs of endocarditis are mor 
common in the second and subsequent attacks of chorea. 

The persistent belief that rheumatic fever is the sole cause has 
been questioned by various investigators. In more than half of the 
cases reported in the literature no evidence of rheumatic fever 
could be found. Lord Sydenham, whose classic description gave 
the disease its name, believed it to be caused by emotional shocks 
and frightening experiences. 


Clinical Syndrome 


Based on an intensive study of 45 cases, Gerstley and his as- 
sociates conclude that the disease is not a manifestation of rheu- 
matic infection, per se, but a clinical syndrome developing in a 
predisposed individual who is exposed to various psychic or 
physical insults. 

The theory is advanced that although rheumatic fever may 
cause chorea, it is only one of many immediate causes. Far more 
important is psychic trauma and a choreic constitution, the latter 
of paramount importance. Significant also are such predisposing 
factors as age, temperament, environment, and, possibly, en- 
docrine factors. 

Gerstley and his co-workers emphasize the fact that chorea 
should not be taken as an indication of rheumatic infection if 
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there are no other rheumatic manifestations. 

Emotional shocks experienced by children shortly before the 
onset of chorea include such diverse events as divorce of the 
parents, physical injury to the genitalia of the child, and total 
burning of the family dwelling and belongings. There is no com- 
mon factor characteristic in precipitating the psychic trauma, and 
the severity of the rome ea shock is apparently more important 
than its specific nature. 


Erythrocyte Sedimentation Rate 


Laboratory studies have shown no abnormal physiologic char- 
acteristics in patients with Sydenham’s chorea, — in those 
with active rheumatic disease. The erythrocyte sedimentation 
rate, carefully followed as an index of rheumatic fever, often is 
not increased. Schwartzman and his associates found it elevated 
in 27.9 per cent of 140 patients with Sydenham’s chorea; other 
investigators also found it increased in rare instances. 

Kagan and Mirman, after studying 6,543 cases collected from 
the available literature, concluded: “Chorea associated with an 
increased erythrocyte sedimentation rate is in most instances a 
manifestation of active rheumatic fever. Patients, on the other 
hand, who have their first episode of chorea with a normal sedi- 
mentation rate (in the absence of cardiac failure) do not have 
rheumatic fever and are no more subject to sequelae than are 
other members of the population. The subsequent incidence of 
rheumatic disease in these patients may be expected to be similar 
to that of the general child population.” It enables the physician 
to single out those patients with chorea who require closer study 
for possible consequences of rheumatic fever. 

It is striking—and inexplicable—that in one study a majority 
of the children were either the oldest or the second oldest in the 
family, with younger brothers or sisters. This brings up the ques- 
tion of sibling rivalry. None of the siblings had ever Pad chorea. 

How psychic trauma and personality disorder contribute to the 
motor symptomatology of this illness is a question difficult to 
answer, although vague speculations are possible. Buchanan and 
co-workers suggest that the cerebral cortex is the level at which 
the movements of chorea originate but that these abnormal move- 
ments occur only when the motor cortex is hyperexcitable either 
congenitally or due to lesions in physiologic arcs or circuits which 
normally modulate the activity of the cortex. Emotional stress 
may increase this excitability also. 

The mother who is unfamiliar with chorea is likely to bring her 
child to the physician and state that the child “just can’t keep 
still.” For a week or two before, definite involuntary movements 
were noticed. The child is somewhat fretful and excitable, having 
little appetite, and crying at little provocation. He is inclined to 
be restless and sleepless at night. 
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By day the child fidgets when not actively occupied. While at 
the table, he “dashes” at his spoon, fork, and cup; he is apt to 
drop things suddenly and to be clumsy. The child kicks furniture 
and makes grimacing faces. 

On examination the patient makes involuntary movements 
which are irregular in form, incidence, and rhythm. They are 
jerky movements of elevation of a shoulder, rotation of an arm, 
pronation-supination movements of the forearm, flexion and ex- 
tension movements of wrist and fingers—all sudden and short- 
lived. 

There may be sudden, jerky rotations of the head or asymmetri- 
cal movements of the facial musculature. Articulation may be af- 
fected, and if the trunk muscles are involved there are quick 
movements of lateral flexion and rotation of the spine. 

Involuntary movements are superimposed upon the voluntary, 
rendering the latter inco-ordinate, sometimes cutting them short, 
sometimes prolonging or diverting them from their intended 
purpose. 

In grasping, an irregular waxing and waning of the musculature 
contraction can always and easily be felt, even in mild cases 
when the grasp appears to be smooth and evenly sustained. Ad- 
ventitious involuntary movement may move the entire arm as 
the grasp is being performed. 

The legs, which have a relatively limited repertoire of normal 
movements, show these disorders less el. but there are 
irregular movements of the feet and toes, and as the child walks 
his gait is clumsy. 

If the arms of the afflicted child are held vertically above the 
head, the wrists go irregularly into flexion and extension move- 
ment, a phenomenon which is conspicuous in unilateral cases by 
contrast with the immobility of the normal arm. There may also 
be a marked pronation of the forearm. 

Muscular force is characteristically diminished, in varying de- 
gree in different patients. In some, weakness dominates the clini- 
cal picture and involuntary movements are relatively slight. These 
disturbances may be asymmetrically disturbed in the two halves 
of the body, or they may be almost completely unilateral; the 
face, however, is never unilaterally involved. 

In spite of the generalized motor disorder, ocular movements 
are not affected. It is interesting to note that these movements 
have a separate pe representation in the cerebral cor- 
tex anterior to the so-called motor cortex. 

The limb muscles of these patients are hypotonic and the ten- 
don jerks are sometimes diminished, anuilly in patients where 
weakness rather than involuntary movement predominates. There 
is a tonic or prolonged knee jerk. Its occasional appearance is the 
result of the coincidence in timing of the knee jerk and a super- 
imposed choreiform jerk of the eet extensors. Free from this 
<a the choreic knee jerk is typically short-lived and 
pendular. The plantar responses are normal and there is no 
sensory loss. 


incessant and Violent 


In the more severe cases of chorea the involuntary movements 
may be incessant and of great violence, rendering all voluntary 
movements useless and leading to grave and even fatal exhaustion. 

Chorea runs a fairly constant course in most instances, develop- 
ing to its maximum over a period of about two weeks, remaining 
there for a comparable time, and then receding to end in re- 
covery about 10 weeks from the onset. In a few cases it does not 
completely subside; it flares up again in a few weeks or months. 
Recurrence may even develop some months after an apparently 
complete recovery. 

In severe cases the pulse rate is elevated, there may be cardiac 
murmurs, haemic or associated with endocarditis and mitral le- 
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sions. Slight fever may be present until ge sy begins. It 
is after relapses that permanent cardiac damage frequently is, 
found. Fatal cases in children are rare. 

In the general management of chorea complete physical and 
mental rest is an essential preliminary to all other modes of treat- 
ment. This may involve moving the child from his home to the 
hospital or nursing home. 

Even in the mildest cases, an initial period of at least two 
weeks’ rest in bed is necessary, and it is in these cases that es- 
pecial care should be taken to keep the child content and quietly 
interested. When the child is more seriously ill due to either the 
severity of the movements or from associated rheumatic affection 
of the heart, longer rest in bed and more complete quiet are 
required. 

The child should be well clad in woolen night garments, to 
avoid exposure and chilling in case he throws off his bed clothes 
luring the night. If, as is commonly the case, the child is poorly 
nourished and does not take food readily, care must be taken 
to supply a high-calorie diet. 


Nasal Feeding 


In rare cases in which swallowing is difficult, recourse to nasal 
feeding may be necessary. Milk, glucose solutions, and soups 
should be given if the child is too ill to take solid food. 

When the child’s movements are violent, sides of the bed or 
cot are padded. It may also be necessary to pad the limbs with 
cotton wool and bandages to prevent friction and injury. Some- 
times it is safer to place the mattress on the floor against a wall, 
with pillows arranged on the free side to form a soft protection. 

When recovery occurs these restrictions may be progressively 
removed and the child allowed more liberty of voluntary move- 
ment and recreation. 

In medicinal therapy aspirin is undoubtedly the drug of choice, 
and it is commonly well tolerated by children. A child from eight 
to twelve is given 10 grains, three times daily, after meals. An 
adolescent or adult receives 15 grains, three or four times in the 
twenty-four-hour period. 

Even more frequent dosage may be necessary. If the child is 
sleepless, sedatives may also be given, but these are not a sub- 
stitute for aspirin. Aspirin must be continued or there will be 
a recurrence of symptoms; such drugs as Chloretone, phenobar- 
bitone, and other sedatives are useful only when employed in 
conjunction with aspirin. During convalescence cod liver oil and 
malt may be given. 

In children over 13 years of age, fever therapy induced by 
means of the air-conditioned, thermostatically controlled hyper- 
therm has been recommended as a means of shortening the 
course of the disease. The child may be given daily treatments 
for two hours with temperatures from 104° to 105° F. Usually 
eight to ten treatments are given. 

Some pediatricians, however, advise against fever therapy if 
cardiac ieuaes is present. 

Psychiatric treatment of children with Sydenham’s chorea, 
carefully compared with control patients not given such treatment, 
has not yet been carried out. Such studies would contribute much 
to our knowledge of the pathology, psychodynamics, treatment, 
and later course of this illness. 
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ECTYLUREA 


C.N.S. DEPRESSANT 





DESCRIPTION: Ectylurea is also known by the commercial 
name, Nostyn. Chemically it is 2-Ethyl-cis-crotonylurea. 


ACTION AND EFFECTS: Ectylurea produces mild depression 
of the central nervous system, an action it shares with other 
substituted urea compounds. In experimental animals the drug 
exerts a sedative effect with doses much lower than those re- 
quired to produce hypnosis. This drug does not influence blood 
pressure, pulse, respiration, or gastric acidity and motility, nor 
does it produce skeletal muscle relaxation, analgesia, or anticon- 
vulsant effects. 

Ectylurea is readily absorbed from the gastrointestinal tract 
and approximately two-thirds of an orally administered dose “p- 
years in the urine as urea within 12 hours. The site of metabolic 
ee Fhe and the precise mechanism of action of this drug 
are unknown. 


USES: This drug has been employed as a mild neurosedative or 
calming agent in the treatment of simple anxiety and nervous 
tension. Although few well-controlled investigations have been 
reported, it is the clinical impression of most observers that the 
drug exerts a mild tension-relieving effect. 

These effects have been reported in adults in all age groups 
and in hyperexcitable children with behavior problems. In some 
pediatric problems, daily administration of the drug has resulted 
in diminution of restlessness and irritability. Ectylurea is not a 
hypnotic, per se, but may promote sleep in some patients whose 
insomnia is caused by tension and anxiety. Additional controlled 
clinical studies are necessary, however, to establish the ultimate 
usefulness of ectylurea as a calming agent. There is no evidence 
that the drug is of any benefit in alcoholic patients or in patients 
with frank psychosis. 


PREPARATIONS: Ectylurea, also marketed as Nostyn, is avail- 
able in tablets of 300 mg. each. 


DOSAGE AND ADMINISTRATION: Ectylurea is administered 
orally. The optimal dosage schedule has not been firmly estab- 
lished, but amounts ranging from 150 to 300 mg., three to four 
times daily, may be employed. There is no appreciative risk of 
toxicity with this dosage schedule. 


TOXICITY: On the basis of both laboratory and clinical reports 
it would appear that the toxicity of ectylurea is extremely low. 
It has been administered in doses far in excess of therapeutic 
levels without adversely affecting hepatic function or hemato- 
poetic, renal, or cardiovascular systems. 

The margin of safety and the dosage range for sedation are 
high. In clinical studies the only side effect encountered to date 
has been a skin rash which appears in considerably less than 1 
per cent of patients receiving the drug. 


PRECAUTIONS: As with any sedative preparation, the nurse 
must be constantly aware of the possibility of overdosage. This 
is especially true with patients who are inclined to hoard their 
medications and do not take them while the nurse is at the 
patient’s bedside. 

It is therefore extremely important that the nurse follow basic 
principles of administration of medications. At no time is she 
to leave the patient solely responsible for the administration of 
his own medication while he is in the hospital. 

Upon the patient’s discharge, the physician must be quite 
sure that the patient will follow directions and be sure to take 
the sedative at the hours prescribed. 

Of course, with a child this principle is doubly important, and 
upon the child’s discharge ase the hospital a responsible 
guardian must be educated to the use of the medication for a 
particular child. 





PROZINE 


TRANQUILIZER 





DESCRIPTION: Prozine is a new drug containing both mepro- 
bamate and promazine hydrochloride. 


ACTION AND EFFECTS: This tranquilizer controls anxiety and 
tension as well as psychomotor agitation, thus enabling the physi- 
cian to exert more complete control over the emotionally dis- 
turbed patient. 

Prozine is indicated for patients with primary emotional dis- 
turbance, patients with emotional disturbance unrelated to their 
organic disease, and those emotionally disturbed by primary 
organic disease. 

Prozine is useful in moderate to severe emotional disturbance 
manifested by apprehension and agitation, insomnia, depression, 
nausea and vomiting, gastrointestinal disturbances, alcoholism, 
menopausal symptoms, or premenstrual tension. 

The meprobamate portion of the drug exerts an important 
therapeutic effect which is a most valuable, yet often neglected, 
aspect of therapy. The meprobamate relieves mental tension, 
anxiety, and the increased perception of pain so often manifest 
in patients. This makes them more pote 5m to other therapeu- 
tic measures and thus hastens their recovery. 

Through dual action, Prozine controls both anxiety and psy- 
chomotor agitation. 


USES: The physician finds many applications for Prozine in daily 
practice, particularly in overly apprehensive medical patients— 
including surgical and obstetric cases—and in the management 
of emotional problems of children, adolescents, and the aged. 
Prozine is also effective for emotionally disturbed patients who 
receive little or no relief from analgesics, barbiturates, anticholin- 
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ergics, antihypertensives, and such hormones as estrogens and 
corticoids. 


PREPARATIONS: Prozine is marketed in green-and-white cap- 
sules containing 200 mg. of meprobamate and 25 mg. of proma- 
zine hydrochloride. 


DOSAGE AND ADMINISTRATION: Prozine is recommended 
in dosage of one or two capsules, three or four times daily. It may 
produce a degree of control otherwise obtainable only with high 
doses of other ataraxics. The benefits of a low-dosage regimen are 
unmistakable. 

In emotionally disturbed patients, the effective dose of Prozine 
is diminished to the point where the incidence and severity of 
side effects and toxic reactions are minimal. The patient is calm 
and amenable to additional therapy, whether psychiatric, medi- 
cal, or educational. 


TOXICITY: In 972 patients treated with Prozine there was sub- 
stantial evidence that the incidence of side effects from this drug 
is minimal in approximately 3.7 per cent of the patients studied 
in the particular group. Epigastric distension and rash are two 
side effects, but the most common are fatigue and lethargy. 
Other side effects reported include confusion euphorea, vertigo, 
burning in throat, nausea and vomiting, rash, flare-up eczema, 
dryness of the mouth, mild hypotension, and panic reaction. 


PRECAUTIONS: The occurrence of slight drowsiness in the first 
48 hours of treatment indicates the dose prescribed is above the 
patient’s requirements and is not regarded as a side effect of 
Prozine. 
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METHARBITAL 


C.N.S. DEPRESSANT 





DESCRIPTION: Metharbital, chemically known as 5,5-Diethy]-1- 
methylbarbituric acid, is a white crystalline powder with a faint 
aromatic odor. It is soluble in alcohol and slightly soluble in 
water; a saturated solution in water is slightly acidic and has a 
pH range from 5.6 to 5.7. Gemonil is the trade name for this 


drug. 


ACTION AND EFFECTS: Metharbital is an N-methylated de- 
rivative of barbital and shares the anticonvulsive properties of 
phenobarbital. In animals the drug is more effective against 
chemically induced seizures than against electroshock convulsions. 
The drug is largely demethylated to barbital in the body. 


USES: Metharbital is sometimes beneficial in various types of 
epileptic seizures. Like mephobarbital, metharbital has less seda- 
tive effect than other barbiturates; its therapeutic use is therefore 
restricted to the symptomatic control of convulsive disorders. 

Metharbital has more recently been reported to be particularly 
effective in controlling massive spasms in very young children 
who have underlying brain damage. This damage is generally 
present, as evidenced in part by gross dysrhythmia of the elec- 
troencephalogram. 

Given in equivalent doses, the drug appears to be less hypnotic 
ind depressing than phenobarbital, although in full therapeu- 
tic doses the difference may disappear. In experimental animals 
the drug is effective for the control of convulsions induced by 
electroshock 7 


PREPARATIONS: Metharbital or Gemonil is marketed in tablets 
of 100 mg. 


DOSAGE AND ADMINISTRATION: Metharbital is adminis- 
tered orally, the initial dosage for infants and small children being 
50 mg., one to three times daily. The adult dosage is 100 mg., 
one to three times daily, The dosage may be increased gradually 


depending upon tolerance. Some patients may require 600 to 800 
mg. daily to control seizures. 

Metharbital has also been used advantageously in combination 
with antiepileptics from other chemical classes. 


TOXICITY: Metharbital has a low toxicity, and unfavorable side 
effects are relatively infrequent. Drowsiness, increased irritability, 
rash, dizziness, or stomal distress may occur. In some patients 
the drug appears to be less hypnotic and depressing than pheno- 
barbital. 


PRECAUTIONS: Should overdosage with the drug occur, it is 
important to remember the elaine for combating barbiturate 
toxicity. Symptoms and signs will be referable especially to the 
central nervous and cardiovascular systems. 

When intoxication is fully developed, — sleep or coma is 
characteristic; a period of excitement and delirium accompanied 
by hallucinations may precede central depression, and respiration 
is affected early. Breathing may be slow or rapid and shallow. 

The objectives of therapy are to remove any unabsorbed poison 
from the stomach, prevent as much as possible absorption from 
the intestine, support the respiration and blood pressure, de- 
crease the intensity of depression, and prevent complications. 
Stomach lavage is more effective than emetics. 

There is a general tendency to overtreat the patient poisoned 
by central depressants. In cases with mild to moderate intoxica- 
tion, little therapy is needed other than supportive measures. 

A number of analeptic drugs have been used and abused in 
barbiturate poisoning for the purpose of stimulating the de- 
pressed respiratory center and Teanaine the degree of central 
depression, by excitation of higher centers. 

Caffeine and sodium benzoate and nikethamide have been 
used and are still considered by some to be of questionable value. 
Amphetamine and picrotoxin are used by many physicians as the 
drugs of choice. 





CHLOROBUTANOL 


HYPNOTIC 





DESCRIPTION: Chlorobutanol, marketed under the trade names, 
Chlorbutol and Chloretone, consists of colorless crystals with a 
somewhat camphoraceous odor and taste. It is soluble in water 
1:125 and in alcohol 1:1. 


ACTION AND EFFECTS: Chlorobutanol has the typical central 
depressant actions of the hydrocarbon anesthetics. However, it 
is not used as a general anesthetic because the margin of safety 
is too narrow for the large doses required for this purpose. It is 
therefore used mainly as a sedative and soporofic; its analgesic 
potency is weak, as is true for all hypnotics. 

Reflexes are not greatly depressed by the drug and the thresh- 
old for experimental electroshock convulsion in animals is ele- 
vated only by doses which are markedly depressant. Therefore, 
chlorobutanol is not very serviceable as an anticonvulsant and 
is not an antiepileptic agent. 

In rare instances, therapeutic doses of the drug may cause 
excitement or delirium, especially in the presence of pain, and 
the patient may appear to be inebriated. Hypnotic doses may 
modify the resting E.E.G. in man in a manner similar to, but 
less pronounced than, that described for barbiturates. 

Blood pressure and respiration are depressed by the drug only 
a little more than by ordinary sleep. ; 

The belief that the chlorinated hypnotics depress the heart 
has been stressed. While it is true that very large doses of the 
drug may cause myocardial depression, as can many of the 
halogenated hydrocarbons, there is no impressive clinical evi- 
dence of any deleterious effect on the heart from continued use 
of therapeutic doses. Untoward cardiac effects occur only when 
cardiac patients are given toxic doses 


USES: Chlorobutanol has the advantage over chloral hydrate of 
not causing gastric irritation. In fact, it possesses a local anes- 
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thetic action and may be used as an anesthetic dusting powder 
(1 to 5 per cent) or ointment (10 per cent). 

The local anesthetic action is also employed in patients with 
gastritis, the drug given orally to allay vomiting. 

Chlorobutanol is sometimes used as a surface anesthetic in 
dentistry. Toothache drops (25 per cent chlorobutanol in clove 
oil) is an official preparation in National Formulary. 

Chlorobutanol is dee used as an effective hypnotic and pro- 
duces so-called physiological sleep with little oF what is some- 
times described as hangover. It has been used effectively in 
diseases such as Sydenham’s chorea in the management of chil- 
dren who are unable to sleep due to hyperirritability. 


PREPARATIONS: Chlorobutanol is marketed in tablets or cap- 


sules as well as in the form of toothache drops. 


DOSAGE AND ADMINISTRATION: The hypnotic oral dose of 
chlorobutanol for adults is 0.3 to 1.0 Gm. 


TOXICITY: The usual features of poisoning from overdosage 
are deep stupor, marked vasodilatation, low blood pressure, fall 
in body temperature, slow respiration, and cyanosis. Death re- 
sults from respiratory depression, usually within 5 to 10 hours. 

In patients with impaired hearts, cardiac collapse may cause 
death. 


PRECAUTIONS: Treatment of acute poisoning consists in gastric 
lavage, maintenance of body temperature, stimulants for the 
respiration and blood pressure, artificial respiration if needed, 
a in general, the same nursing and symptomatic measures as 
employed in barbiturate poisoning. 

Supportive therapy should be instituted to prevent or combat 
shock and to prevent or mitigate liver damage. 
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Parents are important members of 
the child-care team at Hunterdon 
Medical Center’s Pediatric Service. 


PARENTS ASSIST 


in 
care 


of 


Content in his mother’s arms, this young patient at the Med- 
ical Center offers no objection as the doctor examines him. 


HOSPITALIZED CHILDREN 


by BARBARA CAVITCH, R.N. 
Supervisor, Pediatric Service, 
Hunterdon Medical Center, 
Flemington, N.J. 


NURSE often feels that the pres- 
_— of parents in the pediatric 
ward is not an asset. As 
a matter of fact, hospital personnel in 
general seem to believe that the hos- 
pitalized child is more submissive to 
treatment when the parents are not 


a nuisance, 


around. 

This belief has been built up by the 
nurses and doctors’ past experiences 
they found that when the parents were 
with their children during visiting hours, 
the atmosphere was hectic and unpleas- 
ant. Both nurses and doctors 
confronted with a steady stream of 
tearful and questioning parents. 

Furthermore, the ward routine did 
not get back to normalcy for several 
hours after the parents had left. The 
personnel therefore concluded that hos- 
pitalized children could be better man 
aged without their parents present. 

But the nurses and physicians at Hun 
terdon Medical Center, Flemington, 
N. J., have found out otherwise. We 


were 
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now have active parent participation 
in our Pediatric Service, which has been 
described in several professional mag- 
azines.° 

This article relates further experience 
with this service, where parents play 
such an important role in caring for 
their children that they are actually 
considered members of the team help- 
ing the children recover. 

The admission procedure can be a 
frightening experience for a child, par- 
ticularly one between eight months and 
five years of age. However, at the Med- 
ical Center his fear is lessened. The 
parent takes the child to his room, un- 
dresses him, and perhaps gives him 
his favorite toy or some other treasured 
object. 

He can then feel a little more secure, 
knowing that his mother is not going 
to be separated from him. In a case 
where the child is scheduled to have 
surgery the following day or is allowed 
out of bed, he is brought to the play- 


room and introduced to the other chil- 
dren. 

The parents are then told that they 
are free to come and go as they please 
and that accommodations are available 
for them to remain overnight if they so 
desire. Occasionally it is impossible for 
parents to remain with their children 
because of home obligations or other 
personal reasons; therefore the nurse 
must be tactful and the 
feeling that they are expected to stay. 

There are also some parents who do 
not desire to stay with their children. 
In an instance such as this the nurse’s 
role changes to that of substitute mother. 

Our pediatric unit was not specifically 
designed to accommodate parents over- 
night. The rooms are sufficiently large 
for two beds or three cribs, but there is 
no ward. The only facilities that have 
been added for parents are roll-away 
cots that are placed alongside the cribs 
or beds. 

Although at times this does produce 


not convey 
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crowded conditions and provides very 
little privacy, there have been few com- 
plaints from parents. The inconven- 
iences are considered inconsequential 
when compared with the satisfaction of 
being near the sick child. No charge 
is made for overnight privileges since 
the only cost would be that of the linen 
for the cots. Furthermore, nurses are 
relieved of many time-consuming duties 
and have much more valuable nursing 
time to devote to other patients. 

Parents are encouraged to participate 
in the care and treatment of their chil- 
dren. Unless the patients are critically 
ill, the mothers feed, bathe, escort them 
to and from X-ray, and comfort them 
when they are restless or in pain. 

On occasions a mother may ask to 
remain with her child during a painful 
treatment such as a venous cut-down 
or lumbar puncture. Although we gen- 
erally ask parents to leave the room 
during such procedures, they may re- 
main if they express a desire to. The 
anxieties of parents are relieved when 
nurses can answer their questions as 
they arise. 

When a parent is there to hold and 
reassure the child while he is receiving 
an injection, his temperature is being 
taken, or the doctor is examining him, 
it is seldom necessary to have an extra 
nurse to help restrain the child. 

Children whose parents are unable to 
remain with them often pose problems. 


For example, Donna, age five, refused 
to eat or take fluids unless she was fed 
by her mother. She was co-operative 
as far as accepting nursing care, but it 
was rare when she had a smile for any 
of the nursing staff. She became quite 
depressed and tearful. Only when her 
mother visited did she appear to be 
happy. 

Many times a child is spared the dis- 
comfort of receiving parenteral fluids 
simply because his mother or father is 
there to encourage adequate oral intake 
of fluids. Children in the toddler-age 
group very often refuse fluids from a 
nurse, but the mother who knows the 
best method of persuading her child to 
drink will do so with a minimum of 
fuss and disturbance. 

At Hunterdon Medical Center par- 
ents have the opportunity to participate 
—under a nurse's supervision—in nursing 
care that they may have to continue 
at home. One of our young patients, 
Jimmy, required a tracheotomy for ob- 
structive laryngitis, and his mother ac- 
quired such skill and confidence from 
her participation in the child’s postoper- 
ative care, Jimmy was able to be dis- 
charged early from the hospital with 
the tracheotomy tube in place. 

It must be admitted that although 
unlimited visiting hours have advan- 
tages, there are times when parents can 
cause a considerable amount of dis- 
turbance. Some parents may exhibit 


Parents such as Mrs. A. E. Leichliter, seen here, relieve nurses of many time- 
consuming duties, enabling the nurses to devote valuable time to other patients. 


hostility toward the nursing staff and 
be suspicious of any treatment given 
their children. They may ask questions 
continually. 

It is important that the pediatric 
nurse observe these attitudes closely, 
for they may represent important clues 
to understanding the total situation. 

The observations of the parent-child 
relationship are discussed after daily 
rounds when doctors and nurses join 
for an informal coffee break. Any over- 
all ward problems are also discussed at 
this time. 

Selective patients or situations per- 
taining to emotional problems are dis- 
cussed in detail at a weekly conference 
which is usually held on the pediatric 
unit. At this conference are the house 
staff and nursing staff, a child psychia- 
trist, and a child guidance team of so- 
cial worker and psychologist. The pub- 
lic health nurse attends also and gives 
a full description of the home situation. 

Members of the nursing staff have 
often been asked whether or not special 
training is required to do this type of 
pediatric nursing. 

The majority of nurses who come to 
work on our service have had no formal 
education in parent-child relationships, 
and they have been trained in hospitals 
where the traditional visiting hours are 
in effect. 

Our nurses are oriented to the impor- 
tance of observing the behavior of the 
hospitalized child and are told that 
charting is to include full description 
of the patient's attitude toward his par- 
ents as well as his behavior during treat- 
ments. The fact that we, as nurses, are 
able to meet the emotional needs of the 
child as well as the physical needs, is 
a very satisfying aspect of this type of 
pediatric nursing care. 

The advantages of having a full-time 
staff pediatrician, as well as the support 
of the hospital administration, is largely 
responsible for the success of the pro- 
gram at this hospital. Furthermore, this 
type of pediatric nursing care fits in 
with the social structure of the com- 
munity that the hospital serves and 
might not be duplicated in other hos- 
pitals without appropriate modifica- 
tions. 
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The author relates some impressions of pediatric 
nursing in Europe and the Middle East. 


Child Care 


in Other Countries 


LTHOUGH I spent my childhood in 

Germany, there are few events I 
recall from my high school days which 
would throw any significant light on 
the health practices in that country 
during the 15 years following World 
War I. 

However, my only hospital experi- 
ence aS a patient occurred during that 
period. It was around 1930 that I con- 
tracted scarlet fever. My mother, after 
having taken care of me at home, came 
down with the disease a week later, 
whereupon we were both sent to the 
municipal hospital. This was the period 
of rigid isolation and quarantine laws. 
There was just one communicable dis- 
ease hospital in Augsburg, the town 
where we lived, and it was far out, 
near the city limits. It was looked 
upon as a kind of pesthouse everybody 
dreaded. 

The hospital was mostly filled with 
children who were imprisoned there 
for the set time required by law for 
their particular disease. During the 
twice-a-week visiting hours the parents 
had to stand outside in the yard and 
wave to their youngsters whose un- 
happy little faces were glued to the 
window pane. 

This is a rather cruel picture for us 
today. But the nuns who staffed the 
hospital were very kind and gave their 
little patients devoted care. I was about 
15 years old at the time and since I had 
Mom right in the room with me, I did 
not really suffer. I did not feel sick 
either because the first week of dis- 
comfort was over by the time I was 
admitted. Thus I looked around for 
something to do and decided to help 
with the care of the hospitalized babies 
and young children. 

My assistance was readily accepted 
and I almost adopted for the duration 
of my hospital stay a little orphan boy 
with whom I had made friends. We 
got along fine until my aunt, who was 
a doctor from Munich, came to visit 
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us one day. She put a sudden stop to 
my contact with this little fellow be- 
cause he had diphtheria. 

Looking back now I am truly amazed 
that I lived through all those weeks 
without contracting another disease in 
addition to scarlet fever. There was a 
strict isolation barrier to the outside 
world, but within the hospital walls 
the various pathogenic organisms could 
mingle quite freely. 

My special interest in children dates 
way back—possibly because I was an 
only child. After the completion of my 
high school education in Germany, | 
studied for a year at the Sorbonne, the 
University of Paris, and then went to 
England to seek some preparation in 
the field of child care. I entered the 
Wellgarth Nursery Training College in 
London, where I completed a twelve- 
month course in the care of infants and 
preschool children. 

Those were the days when we be- 
lieved in strict schedules in child care. 
We fed and bathed babies by the clock; 
we believed in early toilet training and 
were proud when we caught a few 
drops of urine after having held a 
six-weeks-old infant over a “potty.” 
Since then the pediatric thinking has 
changed and we are now following 
much more permissive lines in the 
rearing of children. 


Sound Philosophy 


In spite of this, I am convinced that 
Wellgarth’s philosophy of child care 
was sound, even within a framework 
of apparent rigidness. It was sound be- 
cause of the people who formed the 
Wellgarth’s staff. In a somewhat austere 
environment, with each day highly 
structured, there was nevertheless an 
atmosphere of warmth and friendliness 
where children grew up loved and well 
cared for, and students were wisely 
guided. 

The people of Wellgarth 25 years 


ago liked children as much as we do 
now. Their genuine fondness for young- 
sters and their sincere desire to serve 
them well was evident despite rigid 
routines. They recognized a little 
child’s strong need for belonging long 
before scientific treatises were written 
about it. 

Dividing up the youngsters into small 
groups that were called “families” and 
identifying each family through its 
own nursery with its specific china, its 
own curtains and bedspreads, etc., was 
a plan which could well be considered 
a precursor of today’s highly r+2com- 
mended cottage system within an in- 
stitution. Thus, I learned early that the 
specific pattern is not nearly as impor- 
tant as the people who apply it. 

World War II broke out in Europe 
and I was assigned to bring a small 
children’s transport from England to 
Canada in 1940. That is how I came 
to this hemisphere. A year later | 
entered the United States—my newly 
adopted country. A whole new world 
opened up, with numerous opportuni- 
ties, and I was given a chance to 
prepare myself for professional nursing 
at the Johns Hopkins Hospital. 

My early interest in children was 
still alive and it was quite natural that 
I decided to specialize in pediatric 
nursing. After having had exposure to 
some excellent teaching and after hav- 
ing practiced nursing of children in 
various institutions in this country, I 
was to travel once more and observe 
some interesting aspects of child-rearing 
and care in other lands. 

I flew to Israel where I visited 
various hospitals and schools and saw 
several collective settlements. I had 
long wondered how family life could 
be preserved in these settlements—the 
Kibbutzim. A Kibbutz consists of a 
group of people who voluntarily live 
and work together. Young persons are 
eligible to become full-fledged members 

(continued on page 32) 
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THE DYNAMICS OF 
HUMAN RELATIONSHIPS 


by THERESA G. MULLER, R.N. 
Director of Nurses, Sheppard and 
Enoch Pratt Hospital, Towson, Md. 


TWVHERE are innumerable concepts about personality char- 

acteristics to guide us in formulating an adequate under- 
standing of our interpersonal relationships. Significant among 
these are the teachings of Dr. C. G. Jung! on the persona 
and the animus. We might here profitably explore these con- 
cepts to see how they contribute to pertinent clarifications 
of certain relationship problems in nursing. 

It seems that growth toward increased self-understanding 
depends on bringing to our awareness unconscious elements 
that stand as obstacles ‘to our progress. Throughout our 
lives we tend to put out of our consciousness or try to 
keep from becoming aware of those things about ourselves 
that put us in any unfavorable light. We acquire and main- 
tain adaptations to outer circumstances that meet our needs 
not only for self-preservation and self-propagation but also 
for self-esteem. 

Experience teaches us how to get what we want and to 
mask those hidden tendencies which conflict with a self- 
ideal. This mask covering the unacceptable part of ourselves 
has been designated by Jung as the persona, which is said 
to come into existence for reasons of adaptation or neces- 
sary convenience. 

We might consider now how the role expectations of a 
nurse tend to mold a persona, a mask which hides from the 
individual nurse’s consciousness anything in conflict with an 
established ideal. This begins to evolve when a nursing stu- 
dent is in late adolescence and at a time in life when group 
approval is paramount. It is also a period in her professional 
development when conformity is expected in carrying out 
nursing procedures according to inflexible methods of effi- 
cient performance 

Throughout the period of preparation for nursing, an ideal 
of a perfect nurse is built up as a stereoptype which in- 
creasingly stands in the way of the student in developing 
herself as an individual. This is not to deny the existence 
and value of a defined professional role, but it does point 
out that this role needs to be consciously used and fused 
with individual values. 

Early relationships between two persons, such as those 
between a nurse and patient, a student and teacher, a nurse 
and co-worker, are likely to be based on persona aspects 
which are inevitably disrupted when one or both of these 
individuals begins to see behind the mask. 

The nurse is revealed to the patient as less than perfect 
in fulfilling, at times, insatiable demands; the nurse, in turn, 


1C. G. Jung, The Integration of the Personality, trans. by Stan- 
ley Dell London Routledge & Kegan Paul, Ltd., 1940) 
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is disappointed by the failure of a patient to represent the 
stereotype of his professional role: lawyer, doctor, or teacher. 
We might regard similar expectations held of other role 
relationships. As the persona of the nurse evolves into an 
all-knowing impersonal being who considers herself able 
to be all things to all men we may note outlines of another 
characteristic which Jung calls the animus. 

A look at Jung’s concept of the animus might help us to 
understand some of the present-day values involved in at- 
taining full professional nursing status. The animus repre- 
sents the masculine qualities in every woman that are exer- 
cised in connection with taking a place in a man’s world of 
work. 


Warmly Feminine 


Until recent times nursing has been considered a warmly 
feminine field of work. But the spirit of the times is replac- 
ing feminine values with animus or masculine values; this 
means that we tend to be led by the intellect rather than 
the heart. It might be interesting to note the steps taken 
in reconciling masculine and feminine qualities in order to 
achieve that wholeness of personality we recognize in full 
maturity. 

In the first stages of identification with the masculine side 
of herself a woman looks to education as a means for in- 
creasing her power through knowledge. The feminine way 
is to be led by feeling in pliant and gentle actions rather 
than by aggression, domination, and opinionated view- 
points. When no longer guided by feminine impulse and 
feeling, a woman tends to have views and opinions about 
everything as though they are obvious truths—even though 
these views and opinions are likely to be based on assump- 
tions of what some authoritative person thinks. 

In this phase of development a woman is so dogmatic 
that it,is useless to challenge her erroneous thinking since 
she takes special pleasure in maintaining her views against 
any opposition to them. 

As we consider our current struggle to achieve professional 
status in nursing we might feel relieved to note the relative- 
ly recent advent of the professional woman on any scene. 
The right of women to earn such status in a chosen field of 
work only began to be acknowledged during World War I, 
even though the initial stages toward i sy had been 
passed before that time. We find then that some womanly 
qualities of feeling were forfeited in the intensity of the 
efforts required to take a more aggressive role in the world 
of man’s work. 
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As a consequence, a one-sided development of animus 
qualities became evident in the thinking characteristics asso- 
ciated with the masculine principle. This principle is further 
conditioned by the experiences which each woman has had 
with the men in her life. The more unconscious she remains 
of these foundations the more likely is she to voice irra- 
tional opinions—the animus opinions which are generally 
maintained as firm convictions or unassailable principles. 

An authority? on Jung’s teachings gives us further clues 
to understanding some of the changes taking place in nurs- 
ing today. During the course of their preparation for nursing, 
students inevitably encounter in their daily work what seems 
to them to be endless suffering. Some of the more sensitive 
ones are then likely to be overwhelmed and withdraw into 
less personal types of work while others remain and put 
on a protective hardiness against the misery they encounter. 
These then find in an intellectualized curriculum a fertile 
source for acquiring animus reactions in place of normal 
feelings. 

Even though nursing has always been a natural field of 
human relations, it has developed intellectualized curricula 
with considerable emphasis on the sciences. Even now cri- 
teria for professional respectability are intellectualizing ap- 
proaches to the study of human relationships thereby caus- 
ing us to lose sight of the feminine principle of feeling. 

Nursing began as a warmly human relationship in which 
the nurse comforted and eased the pain of another, but the 
false ideals of animus-dominated leaders are likely to destroy 
any sound foundations for relatedness. We are now required 
to face the results of blindly imitating masculine goals be- 
cause we think them better for us than what we estimate 
to be our inferior feminine goals. 

A nurse, like any other representative of a profession, 
learns to play a role prescribed by certain criteria. The 
danger then lies in imposing false ideals on the student and 
in expecting her to meet role expectations without some 
thought of the real self behind the mask—the persona she 
presents to the world. 

In all fields of work, the woman who undertakes to make 
herself economically independent is required to adopt a 
regimen of discipline and to acquire the masculine virtues 
of courage, dependability, impersonal attitudes, and ability 
to make impartial and fair decisions. We then find that in 
some of these matters she is likely to be somewhat less flexi- 
ble than a man who, on his side, tends to be one-sided, 
since he lacks the qualities of feminine feeling. 

Although a woman voluntarily submits to self-discipline 
in carrying out an assigned task, thereby acquiring consid- 
erable self-respect and stability from doing a good piece of 
work, she nevertheless fails at times to be aware of an ego 
development toward personal power and prestige. To her- 
self she may appear to be unselfishly dedicated to a cause 
when in truth she is involved in her own power expressions. 
Such a connection then comes to light at a time when any 
criticism of her cause is taken personally and she withdraws 
from any further concern with it. 


Reflect Masculine Characteristics 


Women tend to reflect in their animus identifications the 
major masculine characteristics noted in men of power, men 
of deeds, men of words, and men in possession of mean- 
ing. According to her stage of development or predisposi- 
tion we then find a very young woman or one on a primitive 
level attracted to power in a physical sense such as is repre- 
sented by the cowboy, the bullfighter, or even a movie actor 
who is known as a great lover. 

A more developed woman is more discriminating and 


2M. Esther Harding, The Way of All Women, A Psychological 
Interpretation (New York, Longman’s Green, 1933). 
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leans toward men of deeds, such as a geologist who goes to 
distant places or men who conquer space. The assimilation 
of these two forms of the animus is shown in the forceful 
and energetic women who at times become too forceful, 
too energetic, and even contentious. Generally, however, 
these characteristics have become helpful forces in strength- 
ening feminine values by giving purpose to any activity. 

As a woman’s conscious world widens she becomes in- 
creasingly concerned with words and meanings—the mas- 
culine intellectual element. This is where nursing stands to- 
day and the problem involves the harmonious relations of 
the intellectual element with the feminine principle. When 
the feminine side is overwhelmed and pushed into the back- 
ground, the prevailing symptoms are depression, general dis- 
satisfaction, and lack of zest in life. 

Some idea of animus identifications may be gained from 
observing the way a woman expresses herself in critical, 
usually negative comments on the ways of others and in 
the detailed examination of their motives and intentions 
thereby causing feelings of inferiority and discouraging in- 
itiative or self-expression. The same unconscious source will 
also influence a woman to lack discrimination, leading her to 
offer exaggerated praise. 

These extremes of judgment then stand in the way of any 
reality existing between the futility of one’s inferiorities and 
an exaggerated sense of one’s own importance. 


Positive Statements 


We find another measure of one-sided development in a 
tendency toward the domination of others through com- 
mands and prohibitions and in issuing positive statements 
about generally accepted viewpoints, whether relevant or 
not. Such negative factors are founded on authority rela- 
tionships in early life but in nursing it is also fostered by 
the authority relationships of nurses with doctors. Nursing 
is primarily a feminine calling, medicine a masculine calling, 
vet aspects of the characteristics of each are exchanged in 
their respective functions: The physician establishes a feel- 
ing relation with patients, while the nurse commands appro- 
priate authority in her daily work. 

By identifying with a function that is not her primary 
one, a nurse is likely to lose sight of the fact that some 
relationships are served better by sympathetic feeling, rather 
than by objectivity. In obedience to the authority of the 
animus she is likely to fall into the error of slavish imitation 
rather than to work on a reconciliation of the masculine 
principle with her feminine role. 

Once a person becomes aware of the animus domination, 
she has taken a step toward freeing herself from it. This is 
generally accompanied by varying degrees of discomfort. 
At first the world seems empty and the woman is confronted 
with the necessity of reassigning the released energy to a 
new task of being able to do something for its own sake. 

As this expression of the masculine principle is united 
to her feminine nature in a complementary way it becomes 
a suprapersonal value, broadening her conscious and uncon- 
scious life, helping her thereby to a greater realization of 
both professional and personal responsibilities. With in- 
creasing ability to hold the forces of the unconscious in 
check it becomes possible for her then to develop consciously 
and thereby utilize her spiritual powers to their fullest extent. 

Nursing can lead the way to showing how new relation- 
ships can be established within its own ranks of feminine 
members where the possibilities of feeling relationships have 
a chance to be explored. This will enhance the relationships 
of nurses with the masculine members in nursing and other 
related fields, for through the proper appreciation of them- 
selves and of each other as women nurses will become in 
creasingly able to throw off the old feeling of inferiority and 
assume their rightful place among today’s professions. 
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This special unit reportedly provides 
better care for the acutely ill at less 
cost than around-the-clock special 
duty care, and at less expense to 


the hospital and patient. 


the 


unit 





by R. FAYE McCAIN, R.N., M.A. 


INTENSIVE 
NURSING CARE 


Associate Professor of Nursing, The University of 
Michigan School of Nursing, and Supervisor of Medical 
Surgical Nursing, University Hospital, Ann Arbor, Mich. 


— a number of years the nursing 
profession and hospitals have been 
faced with several serious problems 
which necessitated a review of hospital 
practices. One of the most acute prob- 
lems was the need for constant obser- 
vation and highly skilled nursing care 
of the surgical patient recovering from 
anesthesia and the immediate effects of 
the operation. 

This led hospitals to set up recovery 
units to provide such service: The pa- 
tient goes immediately from the operat- 
ing room to the recovery unit and stays 
there until he has reacted from the anes- 
thesia, usually from two to three hours. 
The advantages of this service soon were 
apparent, and today most hospitals have 
such a recovery unit. In fact, many hos- 
pitals have extended their recovery unit 
service around the clock, so that pa- 
tients who need longer observations and 
constant nursing care may have it be- 
fore they return to one of the general pa- 
tient units of the hospital. 


Even More Care Needed 


Even this innovation was not enough, 
for many of these patients needed in- 
tensive care for several days after they 
returned to their regularly assigned 
rooms. Then, too, there were the acutely 
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ill patients with complicated medical 
problems who needed constant and 
highly skilled nursing care. Where pos- 
sible, this special care was provided by 
private duty nurses on eight-hour shifts. 
One of the problems with this arrange- 
ment is that many patients cannot af- 
ford the services of three private duty 
nurses a day for several days. And even 
if the patient can afford private duty 
nursing, most communities do not have 
enough private duty nurses to provide 
this type of care. 

Another important consideration is that 
it is not possible for a nurse to be high- 
ly skilled in all phases of nursing care 
in these days of complex medical care. 
Then there is the constant danger of 
paying so much attention to the serious- 
ly ill that the nursing needs of the less 
acutely ill patients are not met when 
both types of patients are placed on the 
same unit. 

Several forward-thinking people in 
the health field decided that this prob- 
lem might be alleviated by setting up a 
special patient unit where acutely ill 
patients could receive constant observa- 
tion and intensive nursing care by high- 
ly skilled, hospital-employed nursing 
personnel. By centralizing those patients 
needing special care, the hospital can 
also centralize the expensive supplies 


and equipment needed for this care. 

This means that the hospital does not 
have to purchase so many expensive 
pieces of equipment. Of course, any 
saving for the hospital is reflected in re- 
duced costs to the patient. Then, too, 
by selecting and educating a few pro- 
fessional nurses and ancillary workers 
to provide this intensive and highly 
skilled care, there is better utilization 
of the available nursing personnel on 
the general patient units as well as on 
the intensive nursing care unit. 

The purpose, then, of an intensive 
nursing care unit is to provide constant 
observation and highly skilled nursing 
care to the acutely ill medical and sur- 
gical patients at the lowest possible cost 
and for as long a period as will, in the 
opinion of the physicians in charge of 
the patients, be beneficial to them. How- 
ever, care must be taken that the in- 
tensive nursing care unit does not be- 
come a unit for terminally ill patients 
and that patients and their families do 
not consider the unit to be a “place to 
die.” 

One of the first steps to be taken in 
planning an intensive nursing care unit 
is to define the eligibility of patients for 
the unit. This should be done by the 
medical staff. In general, a patient would 
be placed in the intensive nursing care 
unit for (1) the establishment and main- 
tenance of cardiovascular integrity, 
fluid and electrolyte balance, renal and 
respiratory function, (2) the preven- 
tion or relief of shock from any cause, 
and (3) the control of extensive meta- 
bolic imbalance and overwhelming in- 
fections. 

Some hospitals also use the intensive 
nursing care unit for the recoverv of 
patients from anesthesia during those 
hours when the recovery unit is not 
available. After the intensive nursing 
care unit is open, it is the responsibility 
of the attending physician to determine 
the eligibility of a given patient, to re- 
quest the admission of the eligible pa- 
tient to the unit, and later to decide 
when it is advisable for the patient to 
be transferred to one of the general pa- 
tient units. 

After determining the types of pa- 
tients who will be accommodated in the 
intensive nursing care unit, the next step 
in planning is deciding on the number 
of beds needed. In many hospitals the 
number of beds in these special units 
range from eight to 16, with the average 
patient staying in the unit two or three 
days. 

Then, of course, the types and amount 
of equipment and supplies needed to 
provide intensive nursing care must be 
determined. In this planning provision 
must be made for constant observation 
by the nursing personnel and at the 
same time for the privacy of the patient. 
Furthermore, the unit, along with the 
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necessary supplies and equipment, must 
be conveniently arranged so that a mini- 
mum amount of time will be spent away 
from the patients by the nursing per- 
sonnel. 

Some hospitals have been able to plan 
entirely new units within the hospital 
plant, some of which are very elaborate. 
Most hospitals, however, have convert- 
ed an existing patient unit into an in- 
tensive nursing care unit with a mini- 
mum of cost and with equal success. 

The next step in planning for an in- 
tensive care unit is to determine the 
amount and kind of nursing personnel 
needed for the unit. All of the above fac- 
tors must be taken into consideration in 
projecting the number of nursing hours 
needed. 

A typical staffing pattern for an eight- 
bed unit might include two professional 
nurses and two practical nurses and/or 
nursing aides for the day and evening 
shifts, and for the night shift, one pro- 
fessional nurse and two practical nurses 
and/or nursing aides. 

Now comes the selection of personnel 
for the unit. An important consideration 
is the ability of the personnel to func- 
tion under stress situations. To prepare 
these personnel to give highly skilled 
and intensive care, an inservice educa- 
tional program must be planned and ac- 
tivated. 


The Cost 


A logical question here is: What will 
intensive nursing care cost the patient? 
Certainly this type of service cannot be 
provided at regular room costs. On the 
other hand, hospitals do not want, nor 
can they afford, to price their services 
beyond the reach of patients. A typical 
basic charge for a day in an intensive 
nursing care unit might be the cost of a 
bed in a semiprivate room plus the 
cost of a private duty nurse for one 
eight-hour shift. In some states this fee 
is being met by hospitalization insur- 
ance. 


Advantages 


Although an intensive nursing care 
unit is not the answer to all the problems 
facing hospitals and the nursing pro- 
fession, there are several distinct ad- 
vantages. These advantages might be 
summarized as follows: 


1. By concentrating highly skilled 
nursing personnel in one unit, the 
acutely ill patient can receive the 
type and quality of care he needs, 
utilizing fewer nursing personnel. 
By concentrating expensive sup- 
plies and equipment in one unit, 
costs to the hospital and, therefore, 
to the patient can be reduced. In 
other words, patients receive spe- 
cial duty care at a lower cost. 
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3. Patients on the general patient 
units can receive better nursing 
care than was possible when these 
units had both the seriously ill and 
the less acutely ill patients. The 
available nursing personnel will 
have more time to devote to their 
care. 

4. The physicians and the patients 
and their families are reassured 
that the best possible nursing care 
is being provided. 

. Finally, it is one answer to the 
problem of the shortage of private 
duty nurses and nurses not skilled 
in the highly specialized technics 
needed in the care of today’s 
acutely ill patients. 


In the past few years a number of 
hospitals around the country have es- 
tablished intensive nursing care units. 
As far as can be determined at this 
stage in the development of this new 
approach to patient care, intensive nurs- 
ing care units are successful, both from 


the patient and his family’s point of 
view and from the point of view of 
nurses, physicians, and hospital ad- 
ministrators. 
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Childbirth During Disaster 
(continued from page 17) 


The cord dressing and cord ties (bias 
tape) should be wrapped in a separate 
diaper and sterilized by placing them 
in an oven with a medium-sized potato. 
When the potato is mealy the dressings 
are sterile. 

Two states have already prepared 
booklets on Emergency Childbirth. 
When these are available, through your 
State Department of Health, one might 
be given to the expectant mother to 
pack in her do-it-yourself kit. 

To give priority for care in time of 
emergency it seems desirable that every 
pregnant woman carry a card contain- 
ing some information about herself, her 
pregnancy, and the expected outcome. 

This card would be completed by the 
obstetrician. Obviously, to be prepared 
for any possible emergency, such a 
card should very soon become a rou- 
tine part of each expectant mother’s 
wallet 

Labor and childbirth may be made 
more comfortable, shorter, and even 
less complicated through preparation 
for labor. 

It is recommended that all expectant 
parents attend a series of classes where 
they may learn the physiology of labor, 
relaxation, and controlled breathing, so 
that the parents may support each other 
during the experience. Survival may be 
a stark personal matter in time of dis- 
aster. 

Workshops, institutes, and confer- 
should be offered so that all 
may be prepared to assist a 


ences 
nurses 


mother at the time of labor. Only after 
we have prepared the profession should 
we then turn to the community to help 
prepare other persons to assist us in 
the event of an emergency. 

The expectant mother and her unborn 
child are the most precious commodi- 
ties our nation possesses, for in a major 
catastrophe it is the unborn generation 
that will be our hope for the future. 
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Child Care in Other Countries 


(continued from page 27) 


of the settlement at 19 years of age 

I learned that the Kibbutz functions 
on a kind of self-government basis, the 
elders making decisions by majority 
vote. The children live in the children’s 
houses and are looked after by trained 
children’s nurses, nursery school teach- 
ers, and other educators. Individuality 
does not seem to be lost. The young- 
sters wear their own clothes which are 
purchased by their parents, according 
to their own taste, in the settlement’s 
stores 

Each day after work the 
spend time with their children in the 
parents’ rooms. In some settlements the 
mothers are allowed to put their chil- 
dren to bed when they return them to 


parents 


the nursery in the evening. There are, 
but 
the practices explained to me in the 
Kibbutzim | visited 

This type of child-rearing is open 
to questions, of course. As far I know, 
too few of these children have as yet 
grown up to enable research workers 
to formulate definite 
personality development. I 
feel that a child should grow up within 
a family circle and share with the 
family the joys and the sorrows. In 
these settlements the children see thei: 
parents during the most favorable mo- 
ments of the day, when the parents 
are free from other responsibility and 
can spend a few relaxed hours with 
their children. 

In my personal opinion this pattern 
of living seems somewhat artificial. In 
ordinary family life parents do not have 
set periods for being with their chil- 
dren, and the youngsters become an 


of course, variations, these were 


conclusions in 
terms of 


integral part of the many *interactions 
that normally occur when people live 
and struggle together. 

I must admit that the 
settlement child learns to relate to 
nurses and teachers who are parent- 
substitutes and also to his group. There- 


however, 


fore, he has some experience in human 
interaction. This type of living is un- 
doubtedly a pattern of child-rearing 
which calls for deeper exploration be- 
fore it can be adequately appraised. 

On my way back to the United States 
I stopped in England again to visit 
some child care centers and pediatric 
divisions. The hospital that aroused my 
special curiosity was the Babies Hos- 
pital in Newcastle-upon-Tyne. It con- 
sisted of three old terrace houses, 
connected on the inside and situated 
opposite a public park. 

These little houses look like private 
homes and nobody would suspect from 
the exterior that ill babies and pre- 
school children are cared for inside, 
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or that there is a treatment room facing 
the backyard and that an operating 
room is being designed for surgical 
procedures. 

The other astonishing feature is the 
fact that these little toddlers are not 
admitted alone, but are usually accom- 
panied by their mothers. I was sur- 
prised to see how actively the mothers 
participate in the care of their very 
sick children. They not only feed the 
youngsters, they are given full respon- 
sibility to carry out these procedures 
as ordered by the doctor. 

Day and night these mothers are 
on the alert until the child is over the 
crisis. One cannot help wondering 
whether this is not a much sounder 
approach to the care of hospitalized 
children than the conventional 
that separates the young child from the 
mother at the time of greatest need 
rhe late Sir James Spence, an authority 
on child health who inaugurated the 
Newcastle project, was asked once 
whether the hospital nurses should not 
take care of the sick children at night 
to relieve the mothers. He apparently 
pointed out in his answer that a mother 
senses the discomfort of her sick child. 
Even if separated from him in space, 
she would wake up, so why not let 
her attend to him and give her the 
satisfaction derived from the knowl- 
edge that she plays an active part in 
his recovery? 

I had the opportunity to talk with 
some of these mothers and felt that 
this type of hospital arrangement was 
helping them as well as the children. 
These mothers have their own laundry 
and there are several small kitchens 
where they can prepare snacks for 
other members of the family who come 
to visit. With the English national 
health plan available to all, the finan- 
cial aspect of this mother-child hos- 
pitalization presents no problem to the 
family. 

But even without such a_ national 
health plan, parent participation on 
pediatric wards is possible and desir- 
able as several pediatric rooming-in 
projects tried out in this country have 
demonstrated. 

These are just a few observations. 
I could add many more, since every- 
where I went I was warmly welcome 
and invited to look around, to watch 
and see for myself. Your cap is a pass- 
port. It’s the humanitarian aspect of 
our work, our interest in and our close- 
ness to people that opens most doors. 

When one has an opportunity to see 
how people in other countries function 
and live, and eventually realizes that 
human needs and endeavors are basi- 
cally the same everywhere, then one 
begins to feel a certain unity with all 
peoples. / 


one 





What They’re Saying 


(continued from page 8) 


The article concludes with the ironic 
commentary: “Hospitals spend hours 
figuring out the quantity of fluids a 
patient gets—so why not pay attention 
to quality?” 

A heartening innovation of the Visit- 
ing Nurse Service in some areas of the 
nation is described by Margaret Hickey, 
editor of the Public Affairs Department 
of the Ladies’ Home Journal, in “Young 
Volunteers,” an article appearing in the 
January 1959 issue. 

Miss Hickey pays tribute to the high 
school girls in nine states who, accom- 
panied by professional nurses of the 
Dominican Sisters of the Sick Poor, have 
been spending their Saturdays assist- 
ing in homes of the indigent. 

Visiting Nurse-aides are working in 
New York, Denver, Detroit, Boston, 
Dayton, Cincinnati, Columbus and 
Springfield, Ohio. In Ossining, N. Y., 
where the volunteer program is also 
functioning, each girl devotes about 
one full day a month to nursing visits. 
This is in addition to the time she 
spends in her preparatory classes held 
on Saturday at a Dominican convent. 

Before making her initial visit, the 
nurse-aide must have 40 hours of in- 
struction in home nursing (a Red Cross 
course), ethics, and approach to ill- 
ness. She learns also about recreational 
activities suitable for the sick. 

The girls accompany the nuns into 
the homes of patients, both Catholic 
and non-Catholic, who cannot afford a 
nurse. They assist in giving baths, mak- 
ing beds, and often take over some of 
the household chores. These teenagers 
may clean rooms, wash dishes, shop 
for the family, and occasionally bathe 
the children. 

During Holidays and on birthdays 
and wedding anniversaries of patients, 
the girls pay friendly visits after school 
hours, giving small parties in the pa- 
tients’ homes. 

Sister Mary Virgine, in charge of the 
nationwide volunteer program, explains: 
“We try to prepare the girls for the 
social conditions they will meet, and 
often this means helping them realize 
that poverty is not necessarily rags and 
filth.” 

In depressing cases, the young vol- 
unteer is given advance orientation 
about what to expect. The article states 
that there hasn’t been one report of a 
girl showing revulsion or disgust dur- 
ing unpleasant visits. 

A number of aides have gone on to 
nursing schools. One young volunteer, 
now a wife and mother, comments 
about her Visiting Nurse-aide expe- 
rience: “It was the best preparation I 
could possibly have had for marriage.” 
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In This Issue 
(continued from page 5) 


Janice Gorton Green, R.N., M.S., and 
her husband, Morris Green, M.D., offer 
some advice on “How To Raise a Fami- 
ly” on page 13. 

Mrs. Green, formerly a head nurse 
in pediatrics at the Grace-New Haven 
Community Hospital, is not presently 
working as a nurse, but is concentrat- 
ing her attention on raising her family 
of three children. She holds an A.B. 
from Radcliffe College, Cambridge 
Mass., and an M.S. in Nursing from te 
Yale University School of Nursing, New 
Haven, Conn. 

Dr. Green received an A.B. from 
Indiana University, Indianapolis, Ind., 
and his M.D. from the university's 
School of Medicine. 

He has taught at the University of 
Illinois and the Yale University School 
of Medicine. At present Dr. Green is 
associate professor of pediatrics and 
director of the Kiwanis Diagnostic and 
Outpatient Center at the James Whit- 
comb Riley Hospital for Children in the 
Indiana University Medical Center. 


Last October Barbara Cavitch, R.N 
author of “Parents Assist in Care of 
Hospitalized Children” (page 25), was 
promoted from staff nurse to supervisor 
of pediatrics at Hunterdon Medical 
Center, Flemington, N.]. 

At this hospital, parents are en- 
couraged to become actively involved in 
the nursing care of their children in 
the pediatric area. In some instances 
the parents even sleep in the same room 
with their children. 

Miss Cavitch is a graduate of East 
Orange General Hospital School of 
Nursing, East Orange, N.]. 


A recent development in the hospi- 
tal care of the acutely ill is described 
in “The Intensive Nursing Care Unit” 
(page 30) by R. Faye McCain, R.N., 
M.A. 

An associate professor of nursing at 
The University of Michigan School of 
Nursing, Ann Arbor, Mich., and super- 
visor of medical-surgical nursing at the 
University Hospital since 1953, Miss 
McCain previously served in various 
hospitals as general duty nurse, head 
nurse, and supervisor. 

Between 1942 and 1945 she was head 
nurse and flight nurse in the United 
States Army Nurse Corps. 

Before joining the University of 
Michigan faculty, Miss McCain had 
been instructor in nursing education at 
the San Francisco College for Women, 
San Francisco, Calif. 
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CLASSIFIED 
ADVERTISING 


20 cents per word, minimum charge $6.00. 
Capitals or bold face, $2 per line extra. 
Lines of white space, $2 per line extra. 
Telephone orders not accepted. No agency 
commission allowed. Closing date for ad- 
vertisements: 15th of 2nd month preceding 
publication date. Advertisements which 
arrive too late for insertion in one issue 
will automatically go into the next issue 
unless accompanied by instructions to the 
contrary. The publishers reserve the right 
to refuse or withdraw any advertising, at 
their discretion, without advance notice. 
Send ads with remittance to: Classified 
Ads, cones ¥ World, 480 Lexington Ave., 
New York 17, N. Y. 














INSTRUCTOR — CLINICAL, EVENINGS & 
NIGHTS: Should have B.S. degree in nursing 
education and minimum of two years’ experience 
in two of the following positions: instructor, as- 
sistant instructor, head nurse. 400-bed private 
general hospital with expansion program to be 
completed in fall 1958. 150-student school of 
nursing, three-year diploma course. Contact Per- 
sonnel Department, Milwaukee Hospital, 2200 
West Kilbourn Ave., Milwaukee 3, Wis. 

NU RSING . ARTS: INSTRUCTOR OR ASSIST- 
ANT: To assist with teaching of Nursing Arts 
shared with three instructors. N.L.N. fully 
accredited diploma program with university 
affiliation for basic sciences. 160 students. Ex- 
cellent personnel policies, pleasant working con- 
ditions in 576-bed hospital, JCAH accredited 
Newly furnished apartment nearby at reason- 
able rent, if desired. Please write Personnel 
Director, St. Luke's Hospital, Duluth 11, Minn. 
WORK OVERSEAS: Nurses and_ technicians 
are needed by American companies with over- 
seas projects. Booklet tells how and where. Price 
$1. Satisfaction guaranteed. Free booklet on 
retirement in economical Mexico with each order. 
Publisher Rathe, Box 2013, Pasadena, Calif. 
BARNES HOSPITAL: Offers to graduates of 
accredited schools of nursing a comprehensive 
course in anesthesia, embracing administration 
of nitrous oxide, ethylene, cyclopropane, ether, 
barbiturates, etc. Modern techniques taught in- 
clude face-mask, endotracheal, intravenous, rec- 
tal, etc. Write to Mrs. Dean Eberhardt Hayden, 
Director, School of Anesthesia, Barnes Hospital, 
St. Louis 10, Mo. 


GRADUATE NURSES: For General Duty, 70- 
bed general hospital, new, air-conditioned, well 
equipped. $325 per month starting salary plus 
meals, laundry of uniforms, vacation, sick leave. 
Transportation paid to Dumas. Write, call, wire 
collect. Administrator, Memorial Hospital, 
Dumas, Texas. 


CAMP NURSE: July and August. Vermont 
girls’ camp. Congenial atmosphere. Write to 
Box N-2, Nursing World, 480 Lexington Ave., 
New York 17, N  - 


NURSES: For a real vacation write M. Weiler 
R.N., Route 5, Box 700, Phoenix, Ariz. 


ASSISTANT NURSING ARTS INSTRUCTOR 
550-bed general hospital. 300 students. School has 
full League accreditation. Large faculty and 
five nursing arts instructors. Starting salary for 
assistant, $4,200 with increases to $4,560. Op- 
portunity for promotion to full instructor with 
salary increases to $5,160. One month’s vaca- 
tion, 40-hour week, Retirement Plan in addition 
to Social Security and other liberal personne] 
policies. Living facilities attractive. Private 
baths. City has many cultural advantages. Hos- 
pital in a beautiful 40-acre park. Apply Director 
of Nurses, Reading Hospital, Reading, Pa. 


CLINICAL INSTRUCTOR: 6550-bed general 
hospital. 300 students. School has full League 
Accreditation. Large faculty; teaching load light. 
Starting salary $4560 for Degree in Education 
and no-experience; $4800 for Degree in Nursing 
Education and past teaching experience. In- 
creases to $5160. One month’s vacation; 40-hour 
week; Retirement Plan in addition to Social 
Security and other liberal personnel policies. 
Living facilities attractive. Private baths. City 
has many cultural advantages. Hospital in a 
beautiful 40-acre park. Apply Director of Nurses, 
Reading Hospital, Reading, Pa. 





NURSES: Supervisory and Genera] Duty. Ac- 
credited 200-bed general hospital in suburbs of 
Washington, D.C. 40-hour week ; merit increases. 
Near-by universities for continued education. 
Director of Nursing, Suburban Hospital, Beth- 
esda 14, Md. 

POSITIONS OPEN: O.R. SUPERVISOR, CLIN- 
ICAL INSTRUCTOR OR NURSES, STAFF 
NURSES. Modern 350-bed hospital in lovely New 
England community near Cape Cod. Salary com- 
mensurate with education and experience. Ex- 
cellent benefits. Apply Personnel Director, St. 
Luke’s Hospital, New Bedford, Mass. 


R.N.’s and L.P.N.’s: Hiring now for expanding, 
teaching, JCAH-accredited hospital, Miami 
Beach. New 417-bed bldg. to open 10/1/59. Open- 
ings on all tours and services. Excellent salaries 
and personnel policies. Continuous, extensive 
in-service education. Ultra-modern air-condi- 
tioned efficiency apartment residence now under 
construction. Write Personnel Director, Mount 
Sinai Hospital, Miami Beach, Fla. 
CAMP NURSE: —— children’s summer camp 
located east of Cleveland on Lake Erie. Eight 
week season. Write Mrs. J. C. Wootton, 5100 
Elsmere Ave., Bethesda 14, Md. 

Degree 
college 
College 


DIRECTOR OF NURSING SERVICE: 
required. 65-bed JCAH hospital on 
campus. Apply Administrator, Berea 
Hospital, Inc., Berea, Ky. 

DIREC TOR OF NU RSING EDU c ATION: Unus- 
ual opportunity for development of program. 
N.L.N. provisional accreditation. M.S. in educa- 
tion with experience preferred. Must have leader- 
ship abilities. 250-bed general hospital with ex- 
pansion in process. Liberal policies, twenty-work- 
day vacation, salary open. Close to educational 
and cultural opportunities. Position open for 
fall. Apply Personnel Director, South Chicago 
Community Hospital, 2320 E. 93 St., Chicago 
17, Il 


CLINICAL INSTRUCTORS, MEDICAL-SURGI- 
CAL NURSING: All aspects, bachelor’s degree 
with experience preferred. N.L.N. provisionally 
accredited program. 250-bed general hospital 
with expansion in process. Liberal policies, 
twenty-work-day vacation, excellent salary. Close 
to educational and cultural opportunities. Posi- 
tions open for fall. Apply Personnel Director, 
South Chicago Community Hospital, 2320 E. 93 
St., Chicago 17, Il. 

PEDIATRICS INSTRUCTOR: Bachelor's degree 
or higher with experience preferred. N.L.N. pro- 
visionally accredited program. 250-bed general 
hospital with expansion in process. Liberal poli- 
cies, twenty-work-day vacation, excellent salary. 
Educational and cultural opportunities available. 
Position open for fall. Apply Personnel Director, 
South Chicago Community Hospital, 2320 E. 93 
St., Chicago 17, Ill. 


CLINICAL INSTRUCTOR MEDICAL-SURGI- 
CAL NURSING: For instruction in nutrition and 
diet therapy. M.S. in Food, Nutrition, or Educa- 
tion preferred with two or three years’ experi- 
ence in field. N.L.N. provisionally accredited 
program, 250-bed genera] hospital now expand- 
ing. Liberal policies, twenty-work-day vacation, 
excellent salary. Educational and cultural oppor- 
tunity readily available. Position open for fall. 
Apply Personnel Director, South Chicago Com- 
munity Hospital, 2320 E. 93 St., Chicago, Ill. 








Please send us your new address, 





WHEN YOU MOVE 


together with the address imprint from a 


recent issue sent to you at your old address. 

















Ladies of the 


NURSING WORLD 


WELCOME to the 


BENJAMIN FRANKLIN 


in PHILADELPHIA 


You will prefer our location — CHESTNUT STREET at NINTH 
in the heart of the SHOPPING and DEPARTMENT STORE District 


1200 Guest Rooms ° 1200 Private Baths 


Each Guest Room has large screen TV and Radio 
Delightful Restaurants .... delicious food . . . . modest prices 


The GARDEN TERRACE features at Dinner 
Monday and Tuesday . . . all the Roast Beef you can eat. 
Wednesday and Thursday . . . an elaborate SMORGASBORD, all you can eat. 
Friday .. . SEAFOOD NEWBURG and seafood specialties. 








WILLIAM G. CHADWICK 


(reneral Manager 


THE BENJAMIN FRANKLIN 


Chestnut Street at Ninth 














NURSING WORLD 





SPECIAL OFFER FOR NURSES 


New, therapeutically 


effective 


plioam cleanse pac‘ 


(ineldentally, pronounced ‘‘foam'') 


for better skin hygiene 


“A more rapid improvement in skin tone, 
appearance and healing rate was achieved 
in 84.4% of the patients.” 


Kice, Janith S.: 
Clin. Med. V:1213, Sept. 1958 


plloam cleanse pac is a soapless cake, contained 
in a long-lasting, sponge-like applicator that cleanses 
and stimulates the skin without irritating. It elimi- 
nates blackheads and oily plugs, promotes healing 
of pimples. Cumulatively antiseptic and deodorant. 


YELLOW cakes and applicator are highly effective in 
acne, seborrhea and excessive oiliness—medicated 
with sulfur, salicylic acid and bithionol U.S.P. 


PINK cakes and applicator give new tone and vitality 
to youthful and aging skin—are helpful in dry and 


scaly conditions. 


SAVE $1.00 Send only $1.25 


TO: DOAK PHARMACAL CO., INC., c/o Nursing World 
480 Lexington Ave., New York 17, N.Y. 
Enclosed $1.25 


Name 
Address 


City Zone. State_ 


DOAK PHARMACAL CO., INC. 


NEW YORK 17, N.Y. Please send me the [] Yellow 0) Pink 


pifoam cleanse pac 





All CREDIT CARDS 
NOT alike: 





THIS CARD 


Won Dim , ‘ 
wb 


ey 
JOHN DOE Will 
100 MAIN STREET 


22. 
ANYWHERE, U.S.A. 


#1W-0000 


FITS EASILY IN YOUR WALLET 


Only the Diners’ Club gives you 


COME: 


OME CREDIT CARDS are issued for gasoline, air trave 
~ phone calls or store pure hase s T/ ev do just ONE 
job. Some credit cards are valid in just one locale. Some 
so-called comprehensive credit cards do not give you the 
great convenience of monthly single-billing for ALI 


charges. You must write many checks; keep many receipts 


and records 


Only The Diners’ Club gives you one monthly bill. You 
pay with one check. Only The Diners’ Club gives you the 
world-wide credit coverage offered by 20,000 carefull, 
selected “Members of The Diners’ Club.” 
Club single-bill credit card is accepted without question 


Your Diners’ 


in fine hotels and motels with approximately 1,000,000 
rooms in the United States and 76 foreign lands; in res 
taurants, night clubs, flower and gift shops: packaged 
liquor stores; the major auto rental services, gasoline sta 
tions and repair shops; for overseas telegrams, temporary 
office help; major sports events; film spectaculars and other 


MgSE AACE 


entertainment. The Diners’ Club gift plan permits vou t 
charge gift certificates and quality-approved merchandise 


CHARGE ALL TRAVEL EXPENSES on your Diners 
Club single-bill credit card including transportation — by 
land, sea or air — food, beverages, entertaining, sight-see 
ing side trips. No advance deposit required. Diners’ Club 


offices serve as vour mail and message centers 


Every member of The Diners’ Club receives a wallet-size 
credit card booklet listing domestic services: The Diners 
Club Annual International Directory; The Diners’ Club 
Magazine of travel, food and gift ideas 


ALL THIS FOR SO LITTLE! Annual membership fee 
for all service is only $5.00 with additional cards issued to 
members of vour firm or family at $2.50 each. (Your 
Diners’ Club bills provide accurate records for bookkeep 
ing and tax purposes. Diners’ Club members never need 


to go out and buy prepaid travelers checks.) 


THE DINERS’ CLUB, Coliseum Tower, 10 Columbus Circle, N.Y. 19 « CI 5-1500 


Only The Diners’ Club can proudly say: 


over 1,000,000 business and FULL NAME 


HOME AD 


traveling people use its services 
each month, and more than a thousand 


new members join daily. 


THE 


UE 245- CLUB 


PIONEER AND LEADER 
IN WORLD WIDE CREDIT 





COMPANY 


DINERS’ CLUB, Coliseum Tower, 10 Columbus Circle, New York 19, WN. Y 





abe 
COMPANY ACCOUNT 
PERSONAL ACCOUNT [ 
PERSONAL ACCOUNT 


Mi ehecechntoenntcnment 





